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Walter  Dandy,  a Johns  Hopkins  Hospital  neu- 
rosurgeon, in  his  book  written  over  40  years 
ago  and  devoted  exclusively  to  intracranial 
aneurysms,  wrote;  “Intracranial  arterial 
aneurysms,  always  considered  rare  and 
almost  impossible,  both  of  diagnosis  and  of 
treatment,  are  now  added  to  the  lengthening 
line  of  lesions  that  are  curable  by  surgery." 
Dandy  certainly  would  be  pleased  at  the 
progress  that  has  occurred  since  his  monu- 
mental work. 

In  this  issue  of  The  Journal  we  attempted  to 
present  the  most  current  diagnostic  and  thera- 
peutic options  for  patients  suffering  from  var- 
ious cerebral  vascular  lesions.  In  doing  so.  Dr. 
Robert  Flandry  has  written  on  the  subject  of 
intJammatory  aneurysms.  Dr.  John  Johnson 
on  the  subject  of  vascular  anomalies  in  the 
pediatric  age  group.  Dr.  Byron  Baily  and 
myself  contributed  articles  describing  inci- 
dence, symptoms,  diagnosis  and  therapy  of 
cerebral  arteriovenous  malformation  and 
aneurysms.  Finally,  Dr.  Rick  Holgate  has 


written  about  interventional  neuroradiological 
techniques  in  the  management  of  vascular 
disorders  of  the  brain. 

The  neurosurgeon  is  not  alone  in  attempts 
to  save  victims  of  aneurysms.  Neurologists, 
internists,  radiologists,  anesthesiologists, 
nurses  and  psychiatrists  all  are  important 
players  in  the  team  effort  to  defuse  these 
intracranial  time  bombs. 

Several  fundamental  problems  await  solu- 
tions. What  imaging  modality  will  screen 
entire  populations  to  unearth  the  lesions 
before  disastrous  rupture?  What  new  thera- 
peutic techniques  will  replace  current  cran- 
iotomies and  clips?  What  chemical  maneu- 
vers will  prevent  aneurysms  from  forming? 

We  hope  that  you  will  enjoy  this  special 
issue  and  that  the  second  part,  planned  to  be 
published  at  a later  date  and  devoted  to 
ischemic  cerebrovascular  problems,  will  also 
be  interesting.  □ 


*125  Doughty  Street,  Suite  400,  Charleston,  SC  29403. 
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CEREBRAL  ANEURYSMS,  SUBARACHNOID 
HEMORRHAGE:  AN  OVERVIEW  OF 
INCIDENCE,  LOCATION,  PRESENTATION, 
DIAGNOSIS  AND  THERAPY 


ARTUR  PACULT.  M.  D.* 


INTRODUCTION 

Tlie  great  majority  of  intracranial  aneurysms 
are  saccular  and  occur  at  hifurcations,  princi- 
pally in  relation  to  the  Circle  of  Willis.  These 
lesions  show  marked  thinning  of  the  wall 
structure,  typically  with  absence  of  the  elastic 
laminae.  Some  have  maintained  that  the  etiol- 
ogy is  degenerative,  related  to  the  adverse 
hemodynamic  forces  playing  upon  cushions 
at  branch  points.  However,  the  existence  of 
multiple  aneurysms  in  a single  individual  and 
aneurysms  in  several  members  of  a family, 
the  incidence  of  aneurysms  in  relation  to 
hereditary  illness  such  as  Ehlers-Danlos  syn- 
drome, suggest  that  at  least  some  lesions  are 
on  a genetic  basis.  A smaller  group  of 
intracranial  aneurysms  are  on  an  atheroscle- 
rotic basis.  Bacterial  aneurysms  (mycotic) 
make  up  under  five  percent  of  all  cases  of 
intracranial  aneurysms.  Traumatic  aneurysms 
are  uncommon  and  can  result  from  either 
blunt  or  penetrating  head  trauma.  Multiple 
aneurysms  occur  in  about  15  to  20  percent  of 
all  aneurysm  harboring  patients. 

Autopsy  studies  suggest  that  the  prevalence 
of  intracranial  aneurysms  in  the  general  popu- 
lation is  in  the  range  of  two  to  three  percent. 
Rupture  will  occur  in  one  percent  of  the  pop- 
ulation and  will  be  the  cause  of  death  in  0.5 
percent.  The  size  at  which  aneurysms  usually 
begin  to  rupture  is  about  three  to  four  mm  in 
maximum  diameter,  and  the  size  at  which 
they  begin  to  produce  syptoms  by  means 
other  than  rupture  is  around  seven  to  eight 
mm.  Aneurysm  rupture  is  extremely  uncom- 


*125 Doughty  Street.  Suite  400,  Charleston.  SC  29403. 


mon  in  the  first  decade  of  life  (less  than  one 
percent).  The  incidence  gradually  increases 
for  each  decade  and  peaks  in  the  sixth  decade 
(28%).' 

LOCATION 

Approximately  85  percent  of  intracranial 
aneurysms  are  located  in  the  anterior  cerebral 
circulation.  This  includes: 

— Middle  cerebral  artery  - 25% 

— Anterior  cerebral  artery  complex  - 30% 
— Anterior  communicating  artery  - 25% 
— Distal  anterior  cerebral  artery  - 5% 

— Internal  carotid  artery  - 30% 

-Posterior  communicating  artery  - 1 8% 
-Ophthalmic  artery  - 4% 

-Anterior  choroidal  - 4% 

-Bifurcation  - 4% 

Fifteen  percent  of  intracranial  aneurysms 
are  located  in  the  posterior  circulation:  basilar 
artery,  10  percent;  vertebral-posterior  inferior 
cerebellar  artery,  3 percent;  and  posterior 
cerebral  artery,  2 percent.'^ 

PRESENTATION 

The  “sine  qua  non”  of  subarachnoid  hemor- 
rhage from  ruptured  aneurysm  is  headache. 
These  headaches  are  usually  explosive  in 
onset,  quite  severe,  and  usually  followed  by 
nausea  and  vomiting.  Meningeal  irritation 
follows.  Five  percent  of  the  patients  will  have 
seizures  with  their  initial  hemonhage.  Alter- 
ations in  consciousness,  ranging  trom  mild 
lethargy  to  profound  coma,  will  be  present  in 
50  percent  of  patients. 

Focal  neurological  deficit,  when  present, 
may  be  caused  by  direct  compression  of  a 
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hematoma,  secondary  extension  of  the  bleed- 
ing into  the  parenchyma,  infarction  secondary 
to  vasospasm,  hydrocephalus  or  cerebral 
edema. 

In  a small  group  of  patients,  the  presenta- 
tion is  with  a mass  effect.  Among  these  cases, 
the  most  common  sign  is  a third  cranial  nerve 
palsy  (large,  non-reactive  pupil,  ptosis,  distur- 
bance in  extraocular  movement),  which  may 
be  partial  or  complete.  Occasionally,  a patient 
may  present  with  a transient  ischemic  attack 
(TIA)  or,  rarely,  a stroke,  in  relation  to 
embolization  of  mural  thrombus,  particularly 
from  a giant  aneurysm.** 

COMPLICATIONS 

Complications  are  common  following  sub- 
arachnoid hemorrhage,  and  it  is  important  to 
alert  the  patient  and  family  to  the  instability 
of  the  circumstances. 

The  most  feared  and  devastating  complica- 
tion is  that  of  recurrent  subarachnoid  hemor- 
rhage. The  mortality  of  an  initial  subarach- 
noid hemon'hage  is  approximately  40  percent. 
The  mortality  of  a recurrent  subarachnoid 
hemorrhage  is  approximately  67  percent 
(mortality  of  initial  subarachnoid  hemorrhage 
due  to  an  arteriovenous  malformation  is 
approximately  10  percent). 

If  the  patient  survives  the  initial  bleed,  about 
five  percent  of  the  patients  will  re-bleed  in  the 
first  24  hours,  and  about  20  percent  within  the 
first  two  weeks.  At  the  end  of  six  months,  50 
percent  of  patients  will  have  re-bleed  with 
two-thirds  of  these  dying.  Once  the  patient  has 
gone  beyond  six  months  without  surgical 
intervention,  it  appears  that  the  re-bleed  rate  is 
about  three  to  five  percent  per  year. 

Cerebral  vasospasm  is  the  most  common 
factor  causing  neurological  deterioration  after 
subarachnoid  hemorrhage.  Spasms  occur 
probably  in  relation  to  spasmogens  released 
in  the  subarachnoid  space,  most  likely  rela- 
tive to  red  cell  hemoglobin  and  platelet  fac- 
tors. It  occurs  in  50  percent  of  patients,  from 
three  to  16  days  after  subarachnoid  hemor- 
rhage. These  spasmogens  may  lead  to  nar- 


rowing of  local  segments  or  diffuse  segments 
of  intracranial  vessels.  In  about  a third  of  the 
patients,  this  process  can  lead  to  reduction  in 
local  blood  tlow  with  focal  neurologic  symp- 
tomatology, including  cerebral  ischemia 
which  may  progress  to  cerebral  infarction 
with  severe  neurologic  signs  and  even  fatal 
outcome. 

Hydrocephalus  is  yet  another  common 
complication  occurring  in  up  to  25  percent  of 
the  cases  of  subarachnoid  hemorrhage.  Most 
of  the  incidences  of  hydrocephalus  resolve 
spontaneously,  and  only  a few  situations 
require  permanent  diversion  of  the  cere- 
brospinal Huid  with  shunt  devices. 

Systemic  and  autonomic  disturbances  are 
also  relatively  common  with  aneurysm  rup- 
ture. Electrolyte  imbalance,  especially 
hyponatremia,  is  frequent.  Cardiovascular 
instability,  particularly  hypertension,  is  com- 
mon. Cardiac  arrhythmias,  electrocardiogram 
changes,  most  often  without  evidence  of  true 
cardiac  ischemia  or  infarction,  can  be  present 
as  well  as  enzyme-documented  myocardial 
infarction,  possibly  related  to  neurogenic  as 
well  as  blood-borne  factors  related  to  sub- 
arachnoid hemonhage. 

DIAGNOSIS 

The  diagnosis  of  suspected  subarachnoid 
hemorrhage  must  be  confirmed  by  the 
demonstration  of  blood  in  the  subarachnoid 
space  and  the  source  of  bleeding  must  be 
established.  Computerized  Tomography  (CT) 
of  the  brain,  without  contrast  infusion,  is  the 
most  valuable  first  study.  If  the  patient  has 
had  an  acute  bleed,  CT  is  positive  to  show 
blood  in  90  to  95  percent  of  patients.  If  CT 
brain  scan  is  negative  or  if  it  has  been  four  or 
five  days  since  the  subarachnoid  hemoirhage, 
the  blood  may  be  isodense,  and  a lumbar 
puncture  should  be  done  to  confirm  the  diag- 
nosis. Eour  vessel  cerebral  arteriogram  is 
indicated  in  patients  with  documented  sub- 
arachnoid hemorrhage.  Angiography  gives 
important  information  as  to  site,  multiplicity 
and  accessibility  of  the  aneurysm  and  also  to 
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the  iircsencc  or  absence  of  vasospasm. 

About  20  percent  ol'  patients  liave  multiple 
lesions.  Ten  percent  of  initial  arteriograms  are 
negative;  most  patients  deserve  a second 
study  after  one  week,  in  search  of  lesions 
escaping  initial  detection. 

When  the  angiogram  is  entirely  negative, 
without  any  technical  defect  or  complicating 
factor  such  as  vasospasm  or  hematoma 
(which  may  compress  an  aneurysm),  the 
occurrence  of  subsec|uent  subarachnoid  hem- 
orrhage is  very  small  — approximately  0.5 
percent  per  year. 

Magnetic  Resonance  Imaging  (MRl)  may 
be  helpful  in  selected  cases.  In  patients  with  a 
negative  angiogram,  the  MRl  of  the  head  or 
spine  may  demonstrate  a source  of  bleeding. 
In  the  ease  of  multiple  aneurysms,  a local 
accumulation  of  blood  on  MRl  may  indicate 
which  lesion  has  bled.  MR-angiography 
(MRA)  is  particularly  helpful  as  a screening 
test  for  patients  with  high  risk  to  harbor 
aneurysms  (familial  aneurysms,  patients  with 
polycystic  kidney,  history  of  previous 
aneurysms,  etc.)  or  as  a followup  study  after 
aneurysm  surgery. 

Cerebral  arteriogram  is,  however,  the  ulti- 
mate test  recommended  by  most  neurosur- 
geons before  surgical  therapy  is  considered. 

THERAPY 


The  primary  purpose  of  therapy  for  ruptured 
cerebral  aneurysm  is  the  prevention  of 
rebleeding  and  the  secondary  purpose  is  to 
facilitate  the  management  of  vasospasm. 
Rebleeding  occurs  with  the  greatest  frequen- 
cy in  those  days  immediately  after  the  initial 
bleeding.  Vasospasms  peak  between  the  fifth 
and  ninth  day  after  the  hemorrhage.^ 

In  the  1950s,  the  operations  were  generally 
performed  early  after  admission,  in  an 
attempt  to  prevent  the  catastrophic  event  — 
rebleeding.  The  results  were  poor.  Over  the 
next  decades,  there  were  many  reports  of 
excellent  results  if  surgery  was  delayed  for 
one  or  two  weeks.*'  A number  of  patients, 
however,  succumb  while  awaiting  surgery, 
mostly  from  rebleeding  and  vasospasm. 

Recent  improvements  in  neuroanesthesia, 
neurosurgical  techniques  (mainly  operative 
microscope),  as  well  as  perioperative  care, 
have  led  to  re-examination  of  early  operation 
(within  the  first  48  to  96  hours,  post  bleeding). 

A classification  of  patients  with  intracranial 
aneurysms,  based  on  their  clinical  status,  has 
been  introduced,  amoung  others,  by  Hunt  and 
Hess  (Table  1 ). 

Most  neurosurgeons  today  will  consider 
early  surgery  on  patients  in  Grades  1 to  111. 
Other  Grade  patients,  in  some  centers,  are 
also  considered  early  surgical  candidates,"  but 
many  would  consider  those  patients  a poor 


TABLE  1 

CLASSIFICATION  OF  PATIENTS  WITH  INTRACRANIAL  ANEURYSMS, 
ACCORDING  TO  SURGICAL  RISK/ 

Grade  Criteria 


0 Unruptured  aneurysm 

1 Headache,  nuchal  rigidity 

II  Headache,  nuchal  rigidity,  no  neurological  deficit  other  than  cranial  nerve  palsy 

III  Drowsiness,  confusion,  or  mild  focal  deficit 

IV  Stupor,  focal  deficit,  possibly  early  decerebrate  rigidity,  vegetative  disturbance 

V Deep  coma,  decerebral  rigidity,  moribund  appearance 


The  Journal  of  the  South  Carolina  Medical  Association 


CEREBRAL  ANEURYSMS 


Figure  lA.  Pre-operative  arteriogram  A-P  view.  Figure  IB.  Lateral  view. 
Basilar  Artery  Aneurysm. 


Figure  1C.  Post-operative  arteriogram  A-P  view. 
Aneurysm  obliterated.  Surgery  performed  under 
hypothermic  cardiac  arrest, 
candidate  for  surgical  procedure  unless  there 
is  a significant  space  occupying  intracranial 
hematoma.  Such  decisions  are  made  on  a 
patient  to  patient  basis. 

The  first  intracranial  operation  for  a saccu- 
lar aneurysm  was  performed  by  Dott  in  1933 
by  means  of  stuffing  muscle  fragments 
against  intraoperatively  ruptured  aneurysm. 
In  1937,  Dandy  conducted  a first  operation  by 
clipping  the  neck  of  an  aneurysm  with  a 
metal  clip.  The  successful  clipping  of  the 


Figure  ID.  Post-operative  arteriogram  lateral  view. 


aneurysm  with  a metal  clip  applied  to  its  neck 
and  preservation  of  the  parent  vessel,  its 
branches  and  small  perforating  vessels, 
remains  the  ultimate  goal  in  aneurysm 
surgery. 

In  the  1960s  and  1970s,  aided  by  technical 
advances  (primarily  the  introduction  of  the 
operative  microscope)  and  progress  in  neuro- 
radiology, neuroanesthesia  and  intensive  care, 
lowered  mortality  and  morbidity  rate  was 
noted.  Currently,  in  the  hands  of  an  experi- 
enced aneurysm  surgeon,  for  “good”  grade 
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paliciils,  with  anterior  circulation  aneurysm 
less  than  I cm  in  si/e,  intraoperative  compli- 
cation rate  should  not  exceed  two  to  three  per- 
cent. 'Phis  complication  rate  rises  sharply  as 
the  aneurysms  increase  in  si/c  and  when  pos- 
terior circulation  aneurysms  are  considered. 

The  dilTieult  aneurysms,  for  successful 
treatment,  may  require  special  surgical  tech- 
niques such  as  trapping  of  the  aneurysm  or 
the  segment  of  its  feeding  vessel  in  conjune- 
tion  with  by-pass  graft,  either  intraeranially 
or  from  extracranial  vessel  to  intracranial  ves- 
sel, distal  to  aneurysm.'" 

The  technique  of  deep  hypothermic  circula- 
tory arrest  is  helpful  for  the  management  of 
complex,  large  aneurysms,  particularly  in 
posterior  circulation  (Figure  I )." 

Although  there  are  other  techniques  avail- 
able, such  as  wrapping  of  the  aneurysm  with 
muslin,  muscle,  plastic  material  or  slow 
occlusion  of  the  carotid  artery  at  the  neck 
with  metal  clamps  or  injecting  a foreign 
material  through  the  aneurysm  dome,  those 
techniques  are  infrequently  used  today.' 

A major  contribution  in  therapy  of  intracra- 
nial aneurysms  in  the  last  decade  has  been 
offered  by  interventional  neuroradiologists. 
The  first  treatment  of  complex  intracranial 
aneurysms  by  means  of  endovascular  bal- 
loon-occlusion techniques  was  described  by 
Serbinenko  in  Moscow  in  1974.'^  As  cranioto- 
my and  surgical  clipping  of  the  aneurysm 
remains  the  primary  method  of  treating 
aneurysms,  the  endovascular  therapy  with 
endovascular  detachable  balloons  and  coils 
has  emerged  as  a very  important  alternative  to 
surgery  in  selected  situations  such  as  surgi- 
cally inaccessible  aneurysms,  wide  or  absent 
aneurysm  neck,  clinical  status  precluding 
general  anesthesia.  Latest  development  using 
retrievable,  detachable  thrombogenic  metal 
coils,  endovascular  stents  are  the  most 


promising.  Transluminal  angioplasty  for 
treatment  of  vasospasm  on  all  major  intracra- 
nial vessels,  in  preliminary  results,  proves  a 
very  useful  adjunct  in  the  management  of 
subarachnoid  hemorrhage  and  its  devastating 
complications.^  “I 
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INFLAMMATORY  INTRACRANIAL 
ANEURYSMS 

ROBERT  E.  ELANDRY,  JR..  M.  D.* 


INTRODUCTION 

Innammatory  intracranial  aneurysms  are  rare 
lesions  of  the  cerebral  vascular  system  seen 
primarily  in  patients  suffering  from  subacute 
or  acute  bacterial  endocarditis.  Also  known 
as  mycotic  aneurysms  (a  term  coined  by 
William  Osier). ^ their  cause  can  generally  be 
traced  to  a bacterial  agent,  although  rarely  a 
fungal  source  is  identified.  Very  rarely  one 
may  see  a collogen-vascular  cause. 

This  paper  will  limit  discussion  to  the 
pathophysiology,  clinical  findings,  and  treat- 
ment of  infectious  lesions. 

INCIDENCE 

While  the  true  incidence  of  bacterial  intracra- 
nial aneurysms  is  not  known  reports  range 
between  one  and  four  percent  of  all  intracra- 
nial aneurysms.  Agent  specific  high  dose 
antibiotic  therapy  may  well  have  reduced  this 
incidence  even  farther.  The  majority  of  cases 
(80%)  occur  in  patients  with  septic  endocar- 
dial disease.  In  fact,  a patient  with  endocardi- 
tis has  a two  to  1 5 percent  chance  of  harbor- 
ing a so  called  mycotic  aneurysm.  Because 
many  of  these  aneurysms  are  completely 
asymptomatic,  and  thus  go  undetected,  this 
figure  too  may  be  low.  Multiple  aneurysms 
are  present  in  20  percent  of  cases. 

Aneurysms  not  associated  with  endocarditis 
can  be  caused  by  meningitis,  brain  abscess, 
septic  cavernous  sinus  thrombosis,  or 
osteomyelitis.'* 

PATHOPHYSIOLOGY 

Weakening  of  the  vessel  wall  through  pro- 
gressive inOammatory  cell  infiltration  eventu- 
ally leads  to  dilation  and  in  some  cases  rup- 
ture. Three  routes  exist  for  the  spread  of 
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infection.  The  first  two  are  intravascular:  the 
presence  of  infective  emboli  in  the  vessel 
lumen;  and  the  occlusion  of  the  vasa-vasorum 
by  septic  microemboli.  The  third  is  due  to 
direct  extension  from  an  extravascular  infec- 
tive source  (ie.  meningitis)'**’  Experimentally 
it  has  been  shown  that  the  spread  of  infection 
through  the  vessel  wall  is  from  the  adventitia 
to  the  intima.  This  process  occurs  rapidly  in 
the  untreated  animal;  aneurysmal  formation 
occurring  in  one  to  three  days.  With  antibiotic- 
therapy  it  is  delayed  and  early  fibrosis  is  pre- 
sent in  the  vessel  wall.** 

A peripheral  location  in  the  distal  branches 
of  the  cerebral  arteries  (especially  the  middle 
cerebral  artery)  is  typical.  The  appearance  is 
fusiform  or  irregular  on  arteriogram.  Only  19 
percent  of  infective  aneurysms  are  found  in 
the  proximal  circulation;  the  true  “mycotic” 
or  fungal  aneurysms  being  in  this  number. 
They  also  tend  to  be  larger  than  the 
periphoral  lesions.  (Berry  aneurysms  as  a rule 
are  clustered  around  the  Circle  of  Willis  and 
are  saccular  in  moiphology.)'* 

Streptococcus  is  by  far  the  most  common 
infecting  organism,  followed  by  Staphylococ- 
cus. Enterococcus.  Corynebacterium,  Neisse- 
ria, and  Pseudomonas  have  been  reported. 
Fungal  pathogens  include  Aspergillis  Candi- 
da, and  Phycomycetes.-^*’ 

CLINICAL  PRESENTATION 

Given  that  the  vast  majority  of  these  lesions 
appear  in  patients  with  bacterial  endocarditis 
or  congenital  cyanotic  heart  disease  one 
should  suspect  them  if  such  a patient  were  to 
develop  signs  of  cerebral  ischemia,  seizure, 
or  subarachnoid  hemorrhage.  Patients  with  a 
recent  history  of  paranasal  sinus  infection, 
infectious  otitis  media,  drug  addiction,  or 
immunosLirpressive  therapy  are  likewise 
included  in  this  group  if  neurological  prob- 
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Icins  acLilcly  appear.  Wliile  subarachnoid  and 
intracranial  hemorrhage  are  llie  most  com- 
mon lieralds  ol'tlie  disease,  focal  neurological 
defeeits  from  embolic  phenomena  can  present 
insteatl.  Ilearlache  without  hemorrhage  may 
occur. 

Symiitoms  may  arise  at  any  time  during  the 
therapy  for  endocarditis,  after  the  therapy  has 
been  completed,  or  may  be  the  initial  mani- 
festation of  the  tlisease.  Some  patients  have 
no  symptoms  but  the  risk  for  intracranial 
hemorrhage  is  30  percent. 

I)IA(;N()S TIC  STUDIES 

When  an  infectious  intracranial  aneurysm  is 
suspected  C.T.  scanning  and  cerebral  angiog- 
raphy are  indicated.  The  C.T.  scan  with  and 
without  contrast  will  demonstrate  the  pres- 
ence of  subarachnoid  or  intraparenchymal 
blood,  abscess,  areas  of  edema  or  infarction, 
and  possibly  the  location  of  the  aneurysm. 
The  definitive  study  for  aneurysm  location, 
however,  remains  the  four  vessel  cerebral 
arteriogram.  This  test  should  be  repeated 
approximately  every  two  weeks  during  thera- 
py to  moniter  changes  in  the  size  of  the 
lesion,  its  disappearance,  or  the  appearance  of 
new  lesions  at  other  locations.'  -^ 

TREATMENT 

Bacterial  intracranial  aneurysms  will  respond 
to  antibiotic  therapy  with  fibrosis  of  the 
aneurysmal  wall.  The  now  less  friable  struc- 
ture allows  for  safer  surgical  manipulation  at  a 
later  date.  Larger  proximal  lesions  remain 
treacherous  for  the  surgeon  despite  antibiotic 
therapy  and  are  best  dealt  with  medically. 

A good  therapeutic  protocol  should  include: 
(1)  The  early  recognition  and  effective  treat- 
ment of  the  underlying  disorder.  (2)  Four  ves- 
sel arteriography  to  demonstrate  the  presence 
of  intracranial  aneurysm.  (3)  A surgical  attack 


on  any  solitary  lesion  associated  with  sub- 
arachnoid or  intracerebral  hemorrhage.  (4) 
Serial  angiography  during  antibiotic  therapy  to 
follow  unruptured,  proximal,  or  surgically  dif- 
ficult aneurysms.  (5)  Surgery  on  any  such 
lesion  which  increases  in  size  during  treatment 
or  which  fails  to  disappear  after  treatment.''' 

II’  poor  risk  surgical  candidates  can  be  elim- 
inated the  surgical  mortality  is  low,  especially 
in  those  patients  with  small  pcriphorally 
placed  lesions.  Unfortunately,  as  with  the 
more  common  congenital  aneurysms,  overall 
figures  are  stark.  The  patient  with  an  unrup- 
tured bacterial  aneurysm  has  a 30  percent  risk 
of  dying  from  his  illness,  but  if  the  aneurysm 
were  to  rupture  that  risk  increases  to  80  per- 
cent. Therefore  all  attempts  should  be  made 
to  eradicate  the  lesion  whenever  possible. 
Fungal  aneurysms  are  almost  always  fatal. 

i,:,7  " 
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CEREBRAL  ARTERIOVENOUS 
MALEORMATIONS 

BYRON  N.  BAILEY,  M.  D.* 


Cerebral  Arteriovenous  Malformations 
(AVM)  have  been  described  as  eongenital 
maldevelopment  of  blood  vessels.  This  pro- 
cess occurs  between  the  fourth  and  eighth 
week  of  embryonic  life  and  results  in  the 
“preservation  of  one  or  more  primitive  direct 
communications  between  otherwise  normal 
arterial  and  venous  channels.”'*  This  alter- 
ation in  cerebrovascular  architecture  creates  a 
network  of  thin  walled  channels  which  lack 
an  internal  elastic  lamina  and  are  disposed  to 
hemorrhage.'  On  pathologic  review,  almost 
all  specimens  of  AVM  have  evidence  of  Xan- 
thochromia and  indicate  some  degree  of  hem- 
orrhage.* 

The  first  attempt  to  classify  these  lesions 
was  made  by  Luschka  in  1854.'^  Giordano 
followed  in  1890  with  the  first  surgical  expo- 
sure of  a cerebral  AVM."  Olivecrona  is  cred- 
ited with  the  first  excision  of  an  AVM  in 
1932.’  These  historic  initial  steps  have  been 
followed  by  many  technical,  diagnostic  and 
therapeutic  advances  in  the  treatment  of  cere- 
bral AVMs. 

AVMs  account  for  approximately  10  per 
cent  of  all  intracranial  hemorrhages.  This  fol- 
lows aneurysmal  and  then  spontaneous  hem- 
oirhages  in  frequency.*  The  incidence  of  cere- 
bral AVM  has  been  estimated  by  many  stud- 
ies to  be  between  one  and  two  per  100,000 
per  year.*”*  In  South  Carolina,  this  would 
estimate  the  number  of  new  cases  per  year  to 
be  between  50  and  100  AVMs.  Most  patients 
have  symptoms  before  the  age  of  40.  Males 
and  females  appear  to  be  equally  affected.'" 
Some  have  postulated  that  there  is  a familial 
tendency  toward  the  formation  of  AVMs.^ 
However,  the  evidence  appears  to  be  mini- 
mal. There  is  a relatively  strong  incidence  of 
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AVM  and  cerebral  aneurysm  occurring  in  the 
same  patient.  Although  studies  vary  on  their 
estimates,  this  incidence  lies  between  2.4  and 
16.7  percent.^  Usually  the  aneurysm  occurs 
along  a major  artery  feeding  the  AVM,  but 
these  can  also  occur  remotely.  Suspicion  for 
the  presence  of  an  aneurysm  should  be 
increased  in  patients  with  evidence  of  signifi- 
cant subarachnoid  as  apposed  to  intra- 
parenchymal  hemorrhage. 

The  risk  of  hemorrhage  from  AVM  is  esti- 
mated between  one  and  two  percent  per 
year.’"’  This  is  only  slightly  less  than  the  risk 
attributed  to  cerebral  aneurysm  and  tends  to 
vary  somewhat  according  to  the  clinical  cir- 
cumstances. The  rebleed  rate  ranges  between 
three  and  six  percent  during  the  first  year  fol- 
lowing a hemorrhage.'  This  rate  gradually 
decreases  during  the  next  year  and  then 
approximates  the  stated  long  term  rate.  The 
mortality  rate  from  hemorrhage  is  10  percent 
for  the  initial  bleed,  13  percent  for  the  sec- 
ond, and  20  percent  for  the  third.'*  The  rate  of 
associated  disability  from  the  first  hemor- 
rhage is  estimated  at  14  percent.'  In  a review 
of  137  patients  with  AVM  who  were  followed 
after  conservative  treatment  for  at  least  10 
years,  it  was  found  that  37  percent  had  either 
died  or  experienced  significant  deficits."’  The 
tendency  for  hemoirhage  decreases  at  age  55 
which  is  in  contrast  to  aneurysmal  related  hem- 
orrhages which  peak  during  the  fifth  and  sixth 
decades.  Hemorrhage  can  also  occur  during 
pregnancy.  Interestingly  this  does  not  peak  dur- 
ing labor  but  most  commonly  occurs  between 
the  1 5th  and  20th  weeks  of  pregnancy. 

Hemorrhages  during  pregnancy  occurred  in 
three  percent  of  pregnant  patients  with  known 
AVMs.'*  These  statistics  underscore  the  seri- 
ous risk  associated  with  AVM. 

Most  AVMs  are  located  in  the  cerebral 
hemispheres,  65  percent,  with  15  percent  situ- 
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alcd  in  deep  midline  stmelures  and  20  pereent 
witliin  the  posterior  I’ossall.  ()!'  lliose  loealed 
in  the  eerebral  hemispheres,  37  pereent  are  in 
the  eentral  region,  27  pereent  temporal,  18 
pereent  I'rontal  and  eiglit  pereent  c)eeipital. 
Right  and  left  liemispheres  seemed  to  be 
equally  alTeeted.'’  The  loeation  of  the  AVM 
has  been  suggested  to  alTeet  the  elinieal  pre- 
sentation. Some  have  suggested  that  frontal 
AVMs  tend  to  present  most  eommonly  with 
.seizures  and  oeeipital  lesions  most  often  with 
heimrirhages.'^  These  differential  presenta- 
tions probably  refleet  the  funetion  of  the  sur- 
rounding brain  and  perhaps  these  AVMs 
whieh  eause  seizures  are  investigated  prior  to 
the  first  major  hemorrhage. 

Signs  and  symptoms  from  an  AVM  vary 
tremendously.  They  inelude  neurologic  dis- 
turbances secondary  to  hemorrhage,  seizures, 
headaches,  symptomatic  bruit,  and  alterations 
in  circulation  precipitated  by  large  arterio- 
venous shunt.  Seizures  generally  occur  earlier 
in  life  at  an  average  age  25  years  and  hemor- 
rhages slightly  later  at  30  years.'*  Seizures 
are  usually  focal  initially  and  then  tend  to 
generalize.  Approximately  50  percent  of 
patients  present  with  hemoiThage.'’  '^  Of  these 
bleeds,  most  are  intracerebral  with  subarach- 
noid blood  occurring  much  less  frequently. 
Some  have  suggested  that  seizures  are  two 
times  more  frequent  than  hemorrhages  from 
large  AVMs  and  the  reverse  true  for  smaller 
lesions.'*  Headache  is  a common  complaint  of 
patients  with  an  AVM.  The  associated  fre- 
quency when  headache  is  noted  prior  to 
seizures  or  hemorrhage  varies  between  five 
and  35  percent.'*-”  Some  have  suggested  that 
AVMs  rarely  lead  to  intractable  headache.' 
Headaches  attributed  to  AVM  are  described 
as  “migraine  like”  in  nature.  In  one  series, 
there  was  an  increased  incidence  of  headache 
in  patients  with  large  AVM,  particularly  those 
in  parieto  occipital  and  cerebellar  regions.’" 
Other  common  symptoms  include  a symp- 
tomatic bruit  and  a myriad  of  neurologic 
deficits  attributed  to  parenchymal  changes 
associated  with  the  AVM. 

With  advances  in  diagnostic  techniques  and 


therapeutic  alternatives,  we  are  confronted 
with  more  complex  decisions  in  treating 
patients  with  AVMs.  Increased  resolution  of 
the  architecture  of  the  AVM  nidus  and  affect- 
ed surrounding  tissue  provided  by  Magnetic 
Resonance  Imaging  (MRI)  have  been  of  sig- 
nificant benefit.  Occasionally  this  can  also 
provide  evidence  of  prior  hemorrhage  not 
suggested  clinically.  Magnetic  Resonance 
Angiography  (MRA)  and  conventional 
angiography  have  enabled  us  to  better  define 
the  cerebrovascular  configuration  and  better 
estimate  the  nidus  dimension.  This  imaging 
information  eoupled  with  the  clinical  presen- 
tation, enable  us  to  suggest  an  appropriate 
course  of  therapy. 

Depending  on  the  size  and  location  of  the 
AVM,  treatment  can  be  tailored  to  obtain  the 
most  optimal  clinical  results.  Embolization 
techniques  by  interventional  neuroradiologists 
have  advanced  significantly.  Depending  on  the 
AVM,  particulate  as  well  as  polymerizing 
embolic  agents,  can  be  used  to  reduce  the  size 
of  the  AVM.  In  some  cases,  this  modality  might 
result  in  complete  obliteration  of  the  nidus. 
AVMs  in  occipital,  frontal  and  non-dominant 
temporal  lobes  might  ultimately  be  consid- 
ered good  surgical  candidates.  Although 
some  surgeons  are  aggressive  with  direct 
approaches  to  centrally  located  AVMs,  partic- 
ularly with  those  in  eloquent  regions, these 
might  also  be  suitable  for  other  modalities  of 
treatment. 

Stereotactic  Radiosurgery  for  AVMs  is  also 
an  effective  treatment,  particularly  for  lesions 
with  a nidus  less  than  approximately  3 cm.  in 
diameter.  It  has  been  shown  to  cause  com- 
plete resolution  of  the  nidus  in  between  75  to 
85  percent  of  cases  within  two  years. 

Ultimately  a combination  of  these  three 
modalities  is  required.  When  the  nidus 
exceeds  3 cm.  in  diameter,  embolization  can 
be  used  to  reduce  this  dimension  in  order  to 
enhance  treatment  success  with  Radiosurgery. 
Embolization  can  also  be  used  as  a preopera- 
tive technique  to  reduce  flow  through  the 
AVM  and  facilitate  surgical  excision.  Addi- 
tionally, if  surgery  results  in  incomplete 
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resection  of  the  AVM.  Radiosurgery  might  be 
employed  to  obliterate  the  residual  nidus.  All 
of  these  efforts  need  to  be  appropriately  coor- 
dinated through  a multidisciplinary  approach. 

Treatment  alternatives  ranging  from  clinical 
observation  to  aggressive  intervention  includ- 
ing embolization,  mieroneurosurgery  and 
Stereotactic  Radiosurgery  have  expanded  our 
capacities  to  treat  and  Stereotactic  Radio- 
surgery have  expanded  our  capacities  to  treat 
the  patient  while  minimizing  neurologic 
deficit.  Eor  those  patients  who  have  suffered 
a hemorrhage,  the  decision  to  recommend 
treatment  can  be  more  straightforward.  The 
process  becomes  more  complex  when  con- 
fronted with  less  severe  clinical  presentations. 
Our  approach  must  be  tempered  by  the  natu- 
ral history  of  the  disease  as  balanced  by  the 
consequences  of  treatment  alternatives.  D 
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VASCULAR  ANOMALIES  IN  THE 
PEDIATRIC  AGE  GROUP 

JOHN  K.  JOHNSON,  M.  D.* 


As  witli  most  of  the  conditions  in  pediatrics, 
cliildren  do  not  mimic  the  disease  processes 
of  adults.  This  certainly  is  the  ease  with 
intracerebral  vascular  malformations.  There 
are  three  major  etiologies  for  intracranial 
hemorrhage  in  the  pediatric  group.  In  the 
neonatal  period,  vein  of  Galen  aneurysms  arc 
the  most  fiequent.  Aneurysms  and  arteriove- 
nous malformations  (AVM)  are  usually  seen 
in  the  post  natal  period.  This  discussion  does 
not  include  neonatal  intiaventricular  hemor- 
rhage (as  a result  of  prematurity)  or  spinal 
lesions. 

VEIN  OF  GALEN  ANEURYSMS 

Vein  of  Galen  aneurysms  are  in  reality  an 
AVM  with  ai'teries  emptying  directly  into  the 
vein  of  Galen  and  its  tributai'ies.  The  vein  of 
Galen  is  a deep  interhemispheric  cerebral 
vein  located  posterior  to  the  coipus  callosum 
and  draining  into  the  sti'aight  sagittal  sinus. 

Due  to  the  high  degree  of  arteriovenous 
shunting,  children  may  manifest  various  pre- 
sentations. In  the  neonatal  period,  infants  may 
present  with  evidence  of  congestive  heart  fail- 
ure, often  cyanotic  in  nature  and  refractory  to 
digitalis  therapy.  In  older  children  the  symp- 
tom complex  may  be  that  of  obstructive 
hydrocephalus,  seizures,  headaches  or  sub- 
arachnoid hemoirhage.  The  diagnosis  may  be 
made  in  utero  with  ultrasound.  Post  natal 
diagnosis  is  usually  ascertained  from  ultra- 
sound, CT  scanning,  or  MRI  scanning. 
Angiogi'aphy  is  usually  required  for  the  plan- 
ning of  definitive  treatment. 

Multiple  modalities  ai'e  available  for  treat- 
ment and  require  individualization.  For  chil- 
dren with  severe  congestive  heart  failure,  the 
best  treatment  is  embolization  and  occlusion 
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of  the  arterial  feeders.  Other  treatments 
include  direct  surgical  ligation  of  the  feeders 
by  intraoperative  methods  of  clipping.  Occlu- 
sion of  the  venous  drainage  or  radiosui'gery 
are  useful.  Often  a combination  ofthe.se  treat- 
ments is  necessary  to  fully  eradicate  the 
lesion.  The  neurosuigical  team  must  deter- 
mine the  best  treatment  scenario  in  each  case. 

Other  vascular  anomalies  include  arteriove- 
nous malformations  and  aneurysms.  These 
lesions  aie  congenital,  but  the  stimulus  for 
malformations  is  uncertain.  It  has  been 
proven,  however,  that  they  do  increase  with 
increasing  age  and  hence  increase  the  risk  for 
hemorrhage.  Once  they  have  bled,  the  risk  for 
rebleed  is  significant.  This  is  felt  to  be 
approximately  two  to  four  percent  per 
year/cumulative  risk. 

ARTERIOVENOUS  MALFORMATIONS 

AVMs  are  congenital  malformations  between 
the  aileries  and  veins  without  the  usual  capil- 
lai'y  interface.  Although  these  are  congenital 
in  origin,  they  seldom  are  symptomatic  until 
adulthood.  The  usual  presenting  symptoms 
are  intracerebral  of  subarachnoid  hemor- 
rhage. A seizure  disorder  may  also  be  caused 
as  a result  of  an  AVM.  This  occurs  either 
from  vascular  steal  with  resultant  ischemia  of 
the  surrounding  cerebral  tissue,  or  secondary 
to  hemorrhage  with  the  resultant  scarring 
gliosis.  The  treatment  goal  is  total  extirpation 
of  the  lesion.  This  is  best  accomplished  with 
surgical  excision.  Endovascular  procedures 
may  be  employed  to  partly  or  totally  occlude 
the  lesion.  This  may  include  use  of  balloon 
occlusion  of  the  feeding  arteries  as  well  as 
injection  of  various  polymerizing  substances 
or  particulate  matter  to  occlude  the  feeders  or 
at  least  decrease  the  blood  flow.  Results  are 
determined  by  the  preoperative  status  of  the 
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patient,  size  and  location  of  the  lesion  and 
flow  characteristics.  The  children  who  are 
plagued  with  seizure  disorders  certainly 
deserve  a thorough  evaluation  and  if  an  AVM 
is  found,  consideration  for  removal  should  be 
undertaken,  and  this  may  include  a neurology 
and  neurosurgery  team  to  both  remove  the 
AVM  and  excise  the  seizure  focus. 

ANEURYSMS 

Aneurysms  in  childhood  are  much  less  com- 
mon than  in  adults.  The  devastating  results 
can,  nonetheless,  be  the  same.  Aneurysms 
typically  are  located  in  branch  points  of 
major  cerebral  vessels.  In  children  these  tend 
to  occur  more  commonly  in  the  posterior 
fossa  circulation,  i.e.,  the  vertebral  artery  and 
its  branches. 

Clinical  presentation  is  usually  subarach- 
noid hemorrhage  or  intracerebral  hemor- 
rhage. This  may  be  heralded  with  a severe 
headache  or  neurologic  deficit.  A CT  is  the 
diagnostic  test  of  choice  followed  by  angiog- 
raphy. 

Treatment  for  aneurysm  is  surgical  with 
clip  ligation  of  the  aneurysm.  Outcome  is 
again  dependent  on  the  clinical  status  of  the 
patient  preoperatively  and  the  aneurysm  loca- 
tion and  configuration.  New  pharmacologic 
agents  to  prevent  vasospasm  (i.e.,  Nimodip- 
ine)  have  been  useful.  There  are  current  stud- 
ies in  progress  to  attempt  endovascular  treat- 


ment of  the  aneurysm  with  various  ballooning 
techniques. 

Although  vascular  anomalies  in  children  are 
rarer  than  those  of  adults,  they  continue  to 
account  for  a significant  morbidity  and  mor- 
tality. The  greatest  need  is  for  early  diagnosis. 
Hence  the  necessity  for  CT  scan  in  the  evalu- 
ation of  children  with  sudden  onset  of  severe 
headache  or  neurologic  deficit.  Prompt  diag- 
nosis and  treatment  of  these  children  can 
improve  the  eventual  outcome.  Recent  thera- 
peutic modalities  have  increased  the  expected 
prognosis  in  these  children  provided  that  the 
diagnosis  is  made  in  a timely  manner.  □ 
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By  now  you  should  have  received  the  January,  1994 
Medicare  Advisory  which  you  should  read  very  carefully. 

Following  are  highlights  of  OBRA  '93.  All  changes  are 
effective  for  dates  of  service  on  or  after  January  1, 1994. 

Surgical  Travs:  HCFA  has  added  several  codes  to  the 
list  of  services  for  which  Medicare  will  pay  a separate 
fee  for  a surgical  tray  (A4550).  The  codes  are  19125, 
19126,  43250,  43458,  45384,  and  the  following  cys- 
toscopy codes:  52005  through  52260,  52270  through 
52277, 52283  and  52290  through  52315. 

Supplies:  Effective  for  services  provided  on  or  after 
1/1/94,  the  following  supplies  will  be  covered  if  provided 
in  a physician's  office: 

• Una  Boots  - RVUs  have  been  added  to  CRT  code 
29580  to  account  for  additional  supply  cost. 

• Silicone  Lacrimal  Punctum  Plugs  - Permanent,  long 
term,  non-dissolvable  (A4263)  when  used  with  CPT 
code  68761.  Temporary  plugs  (A4262)  are  NOT  cov- 
ered. 

• Insertion  of  Indwelling  Catheter,  Foley  T^pe  (G0002). 
Will  not  be  covered  if  performed  on  the  same  day  as 
or  during  post-op  period  of  a major  surgical  procedure. 

• Implantable  Vascular  Access  Device  (A4300)  when 
biUed  with  CPT  code  36533. 

Physicians  wiU  receive  approximately  $ 1 8 for  UNA  boots 
and  $32  for  all  other  supplies. 

Standby  Surgical  Team:  The  service  of  the  standby  sur- 
gical team  will  be  considered  hospital  services  and  physi- 
cians will  NOT  be  allowed  to  bill  the  Medicare  beneficiary. 

Ventilation  Management:  Physicians  will  no  longer  be 
paid  for  ventilation  management  in  addition  to  an  evalu- 
ation and  management  service.  If  you  choose  to  biU  both, 
only  the  E/M  service  will  be  recognized. 


RBRVS  Conversion  Factors:  The  1994  conversion  fac- 
tor updates  are  as  foUows:  surgical  services  - $35. 158;  pri- 
mary care  services  - $33.7 1 8;  and  nonsurgical  services  - 
$32,905. 

Anesthesia  Services  Provided  bv  Psychiatrist  f r ECT: 
Payment  will  no  longer  be  made  for  anesthesia  if  a psy- 
chiatrist furnishes  both  the  anesthesia  service  and  an  ECT 
service.  The  payment  for  the  anesthesia  is  bundled  into  the 
payment  for  the  ECT. 

EKGs:  Separate  payment  for  EKG  interpretation  is  rein- 
stated. 

Payment  for  Certain  Oral  Cancer  Drugs:  Beginning 
1/1/94,  Medicare  will  pay  for  certain  oral  cancer  dmgs.  The 
new  benefit  applies  to  an  oral  drug  that  is  prescribed  for 
use  as  an  anticancer  chemotherapeutic  agent  and  that  con- 
tains the  same  active  ingredient  as  an  injectable  drug  that 
would  be  covered  by  Medicare  if  prescribed  for  the  same 
indication. 

Physicians,  pharmacies,  hospitals  and  other  suppliers  of 
the  dmgs  to  Medicare  beneficiaries  will  be  required  to  sub- 
mit claims  for  these  dmgs  to  one  of  the  four  durable  med- 
ical equipment  regional  carriers  (DMERQ.  Ftiysicians  and 
other  providers  supplying  these  dmgs  will  be  required  to 
obtain  a “supplier”  number  from  Medicare's  National  Sup- 
plier aearinghouse  if  they  don't  already  have  their  “sup- 
plier” number.  The  address for  the  Natioml  Supplier  Clear- 
inghouse isPO  Box  100142,  Columbia,  SC  29202-3142; 
the  phone  number  is  1-800-851-3682. 

Suppliers  of  oral  cancer  dmgs  will  also  be  required  to  use 
national  dmg  codes  found  in  the  “How  Applied”  section 
of  the  “Physician's  Desk  Reference”  publication.  The  new 
benefit  will  be  subject  to  the  usual  Part  B deductible  and 
coinsurance  amounts  but  is  NOT  bound  by  the  limiting 
charge  provisions  of  the  Medicare  law.  □ 


New  Physician  Payment  Reduction  is  eliminated. 


MEDICAID  UPDATE 


1994  CPT  Codes:  The  1994  Physician's  Current  Proce- 
dural Terminology  (CPT)  codes  will  be  required  by  SC 
Medicaid  effective  with  dates  of  service  on  or  after  April 
1, 1994.  There  will  be  a grace  period  horn  January  1, 1994 
to  March  31, 1994  during  which  time  providers  may  use 
either  the  1993  or  1994  CPT  codes.  Unless  otherwise 
noted,  all  1994  CPT  codes  will  be  priced  at  rates  equal 
to  70  percent  of  Medicare  rates. 

(a)  Antepartum  care  billing  will  not  change.  New  CPT 
codes  59425  (Antepartum  care  only  4-6  visits)  and  59426 
(Antepartum  care  only  7 or  more  visits)  will  be  non-cov- 
ered  by  Medicaid. 

(b)  Delivery  codes  59409  (vaginal  delivery)  and  595 14 
(cesarean  delivery)  will  replace  codes  59410  and  59515 
respectively,  effective  April  1 , 1994.  Delivery  codes  will 
continue  to  reimburse  $700. 

(c)  Neonatal  Intensive  Care  codes  99295-99297  will 
continue  to  be  non-covered  until  further  notice.  Contin- 
ue using  codes  W0105-W0130. 

(d)  Prolonged  Services  codes  99354-99360  and  Care 
Plan  Oversight  codes  99259-99297  are  non-covered  until 
further  policy  can  be  developed. 

(e)  AUergy/Immunotherapy  - Continue  to  file  the  num- 
ber of  vials,  not  the  number  of  doses,  in  the  units  column 
of  the  claim  form  for  codes  94145-95170. 

(f)  Effective  12/1/93,  radiology  codes  in  the  7(XX)0  range 
will  require  the  26  (professional  component)  modifier  for 
services  perfoimed  in  a hospital  setting.  Providers  who  per- 


form the  complete  procedure  should  not  use  a modifier. 

(g)  Tests  and  studies  performed  inpatient  or  outpatient 
(place  of  service  2 1 or  22)  require  the  26  modifier  as  of 
December  1, 1993  to  avoid  rejections. 

Influenza  Virus  Vaccines:  Beginning  with  dates  of  ser- 
vice May  1,  1993,  dually  eligible  Medicare/Medicaid 
recipients'  claims  for  the  influenza  virus  vaccine  must  be 
submitted  to  Medicare  first  as  primary  payor.  Reim- 
bursement for  code  90724  includes  the  administration  and 
cost  of  the  vaccine. 

lUD  Updates:  Effective  with  dates  of  service  on  or  after 
November  1, 1993,  Medicaid  will  reimburse  for  the  cost 
of  the  lUD  and  the  insertion  of  the  lUD  separately. 

SI 807  Cost  of  Progestasert  lUD  $89 
S0085  Cost  of  Paraguard  lUD  $185 

58300  Insertion  of  lUD  $ 35 

S0080  Paraguard  lUD  teaching  and  instruction  - Non- 
covered. 

Anesthesia  Services:  Supervision  of  residents  and  interns 
must  be  billed  with  the  same  modifiers  currently  in  use 
for  supervision  of  CRNAs  with  dates  of  service  on  or  after 
January  1 , 1994.  A bulletin  detailing  these  issues  is  forth- 
coming. □ 


PRO  UPDATE 

Transurethral  Prostatectomy  (TURP):  The  PRO'S  new 
scope  of  work  involves  the  development  and  imple- 
mentation of  cooperative  studies  which  attempt  to  iden- 
tify “model  or  benchmark  physicians  and  providers  to 
serve  as  resources  for  other  physicians  and  providers.” 
As  the  PRO  studies  Medicare  data  and  medical  records 
on  selected  topics,  they  may  find  significant  variation  in 
practice  patterns.  The  PRO  does  not  intend  to  use  coop- 
erative projects  to  impose  sanctions,  intensified  review 
or  in  any  way  interfere  with  the  hospital's  quality  assur- 
ance activities.  Education  through  information  dissem- 
ination is  the  primary  goal. 

The  first  cooperative  project  wUl  study  TURPs  and  will 
involve  the  input  of  the  SC  Urological  Association.  If  you 
have  any  questions  or  comments,  please  contact  Nelson 
Gunter,  MD,  Clinical  Coordinator,  Carolina  Medical 
Review,  in  Columbia  at  731-8225.  □ 


DOCTOR  OF  THE  DAY 

Please  remember  to  sign  up 
for  “Doctor  of  the  Day”  at 
the  State  House.  The  Gen- 
eral Assembly  is  in  session 
Tuesday  through  Thursday, 
beginning  January  11  and 
continuing  until  June  1, 
1994. 


Call  Barbara  Garvin  at  SC M A Headquarters  (798- 
6207  in  Columbia  or  1-800-327-1021  outside 
Columbia)  to  schedule  a day  at  the  State  House. 
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PHYSICIANS  CARE  NETWORK  UPDATE 

The  Physicians  Care  Netwoiic  is  growing  at  a steady  rate, 
with  over  2100  physicians  having  committed  to  partic- 
ipate as  this  newsletter  goes  to  press.  Negotiations  con- 
tinue with  hospitals  and  are  in  progress  for  a pharmacy 
netwoiic.  As  reported  last  month,  indications  are  that  sur- 
gical centers,  labs  and  diagnostic  centers  across  the  state 
are  interested  in  joining  the  network. 

The  provider  manuals  and  UR  criteria  will  be  printed  and 
ready  for  distribution  next  month. 

If  you  have  questions  regarding  the  Physicians  Care  Net- 
work, call  Bill  Snellgrove  atSCMA  Headquarters,  798- 
6207  in  Columbia,  or  1-800-327-1021  outside  Colum- 
bia. 


MEDICAL  DIRECTOR  NEEDED 

Blue  Cross  and  Blue  Shield  of  South  Carolina, 
Government  Programs  Division,  seeks  a physician 
Medical  Director  for  its  Medicare  Operation  located 
in  Columbia,  SC.  Responsibilities  include  the 
establishment  of  Medicare  coverage  policies, 
cooperative  interaction  with  local  and  national 
medical  associations,  and  statistical  ^alysis  of  local 
practice  patterns.  The  ideal  candidate  for  this  full- 
time, salaried  position  is  a currently  licensed, 
currently  practicing  physician  with  an  interest  in  the 
Medicare  Program  and  an  interest  in  statis- 
tical/quantitative analysis. 

Interested  candidates  should  contact  John  Dart,  Assis- 
tant Vice  President,  Medicare  Part  B,  in  writing  at  PO 
Box  100190,  Columbia,  SC  29202  or  via  phone  in 
Columbia  at  788-0222. 


1994  LEGISLATIVE  SESSION 
PREFILED  HEALTH  CARE  RELATED  BILLS  TO  DATE 


The  following  prefiled  bills  are  under  consideration 
by  the  SCMA  Legislative  Committee  and  the  Board 
of  Trustees  in  order  to  establish  SCMA's  position. 

House  Bills 

H.  4316  provides  that  it  is  unlawful  for  a person 
under  21  years  old  to  possess  a weapon  on  school 
property  or  on  a college  or  university  campus  and  to 
provide  penalties. 

H.  4353  disallows  HMOs  from  prohibiting  any 
licensed  optitician  to  participate  as  a provider  in  an 
HMO  on  the  basis  of  his  profession.  (Current  SC  law 
prohibits  this  type  of  discrimination  against 
physicians  by  HMOs.) 

H.  4372  establishes  as  a part  of  SLED,  a subdivision 
known  as  the  Insurance  Fraud  Reporting  Bureau. 

H.  4373  provides  that  if  a pharmacist  substitutes  a 
generic  drug  for  a prescription  dmg,  the  generic  drug 
must  be  listed  first  followed  by  the  brand  name  in 
parentheses. 

H.  4374  permits  an  insured  subscriber  under  an 
individual  health  insurance  policy  to  choose  his 
health  care  provider,  require  the  company  writing  the 


policy  to  pay  for  the  services  either  by  direct  payment 
to  the  provider  or  by  reimbursing  the  subscriber,  and 
provide  that  this  act  also  applies  to  HMOs  in  which 
case  the  insured  shall  be  required  to  pay  the 
difference  if  the  cost  of  the  services  provided  exceeds 
the  lowest  bidder. 

H.  4362  prohibits  discrimination  in  mental  health 
insurance  coverage. 

Senate  Bills 

S.  863  relates  to  the  definition  of  improper  insurance 
claims  practices. 

S.  891  requires  DHEC  to  provide  DSS  information  on 
methods  of  contraception  and  family  planning. 

S.  914  provides  for  the  solicitor  to  order  tests  for 
sexually  transmitted  diseases  for  any  person 
convicted  of  certain  sex  offenses,  and  provides  for 
upon  the  court’s  own  motion  to  order  tests  for 
sexually  transmitted  diseases  for  any  person 
convicted  of  a criminal  offense. 

S.  917  provides  for  a 10-year  suspension  of  a driver's 
license  for  a third  or  subsequent  conviction  for  DUI. 

□ 
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CARING  FOR  TOMORROWS  CHILDREN 

Many  obstetricians,  pediatricians  and  family  practitioners 
in  South  Carolina  are  participating  in  “Caring  for  Tomor- 
row's Children”  (CFTC),  Governor's  Campbell's  and 
Blue  Cross/Blue  Shield's  statewide  infant  mortality 
reduction  program.  CFTC  distributes  a booklet  of 
coupons  and  health  tips.  This  booklet  is  available  free 
to  any  woman  who  is  pregnant  or  has  a child  under  age 
one  in  South  Carolina.  The  booklet  is  worth  $1,400  in 
discounted  goods  and  services.  Coupons  are  divided  into 
the  nine  prenatal  visits  and  six  well-baby  visits.  As  a 
physician,  you  can  participate  by  having  your  office  staff 
vahdate  these  coupons  when  a woman  completes  a pre- 
natal or  well-baby  visit  in  your  office.  A validation  stamp 
will  be  provided  by  the  CFTC  office. 

Those  doctors  not  yet  participating  can  join  the  "Car- 
ing for  Tomorrow's  Children”  effort  in  helping  reduce 
infant  mortality.  For  more  information,  contact  Erwin 
Wilcox  in  the  Governor’s  Office  at  734-0461  or  call  the 
CFTC  hotline  at  1-800-868-0404. 


JUA  UPDATE 

The  JUA  Board  of  Directors  recently  voted  there  would 
be  no  increase  in  professional  liability  insurance  for  physi- 
cians for  1994.  A hospital  rate  increase  of  32  ptercent, 
however,  was  approved. 

Funding  for  the  SCMA/JUA  Risk  Management  Program 
and  the  PAAC  was  approved  at  the  same  amounts  as 
1993. 


UPCOMING  MEETINGS/CONFERENCES 

SCMA  Workshop:  Plan  now  to  attend  “Medicine  in 
Transition:  Strategies  for  Change,”  a half-day 
workshop  on  managed  care  to  be  presented  by  the 
SCMA,  the  American  Medical  Association  and  the 
Columbia  Medical  Society.  The  AMA  designates 
four  credit  hours  of  PRA  Category  1 CME  for  this 
activity.  The  woiicshop  will  be  held  on  February  9, 
1994  from  1:00  to  5:00  pm  at  Seawell's  Restaurant 
on  the  SC  State  Fairgrounds.  Please  call  Ginny 
Cornier  at  the  SCMA  in  Columbia  at  798-6207  or 
statewide  at  1-800-327-1021  for  more  information. 

Watch  for  a mailing  next  month  containing 
preliminary  information  and  registration  form  for 
the  1994  SCMA  Annual  Meeting  and  Scientific 
Assembly.  This  year's  meeting  will  again  be  in 
Charleston  at  the  Omni  Hotel,  April  28  - May  1, 
1994. 


ALZHEIMER'S  CONSULTATION  LINE 

In  the  event  you  were  not  aware,  there  is  a toll-free 
Alzheimer's  Consultation  Line,  serving  primary  care 
physicians  and  agencies  calling  for  assistance  with  their 
patients  who  have  Alzheimer’s  disease.  Most  calls  have 
related  to  continuing  education  needs;  however,  diagnosis 
assistance,  psychopharmacology  questions,  and  family 
support  information  is  available. 

The  toll  free  number  is  provided  through  the  US  Public 
Health  Service/Office  of  the  Governor,  Division  on 
Aging,  Project  Cope  Grant  and  the  Medical  University 
of  South  Carolina  Institute  of  Psychiatry. 

Call  1-800-922-5250. 
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INTERVENTIONAL  TECHNIQUES  IN  THE 
MANAGEMENT  OF  DISORDERS  OF  THE 
BRAIN:  CURRENT  STATUS 


RICHARD  C.  HOLGATE,  M.  D.* 


INTRODUCTION 

Lussenhop'  performed  a cut  down  on  a 
carotid  artery,  inserted  a cannula  and 
launched  lead  pellets  into  the  circulation.  The 
pellets  ended  up  in  and  partially  occluded  an 
AVM.  Interventional  neuroradiology  was 
born.  Further  development  took  place  in  the 
hands  of  Hilal.  Kricheff,  Kerher,  Newton, 
Djindjan,  Serbinenko,  Debrun,  Fox,  Vinuela, 
Berenstein,  Lasjaunias,  Theron,  Romodanov, 
Scheglov  and  Hieshema.'  " These  develop- 
ments have  lead  to  the  establishment  of  the 
newly  emerging  sub-subspecialty  of  interven- 
tional neuroradiology. 

In  spite  of  a wide  range  of  developments 
the  methods  of  interventional  techniques 
remain  the  same,  i.  e:  the  treatment  of  disor- 
ders by  the  occlusion  or  opening  of  vascular 
structures  and  the  preservation  of  normal 
function.  While  all  would  agree  that  equally 
effective  and  less  dangerous  approaches  are 
preferable  to  surgical  intervention,  and  while 
on  the  surface  interventional  techniques  seem 
to  fill  that  role,  there  remain  issues  of  safety, 
availability  and  effectiveness  in  many  areas. 
The  purpose  of  this  discussion  is  to  bring  the 
triumphs  and  shortcomings  of  interventional 
neuroradiology  into  focus. 

Initial  resistance  by  conventional  surgery 
(neurosurgery,  vascular  surgery)  to  endovas- 
cular therapy  has  receded  in  the  light  of  suc- 
cess of  this  approach  and  the  development  of 
a cooperative  approach  to  the  patients.  There 
remain  pockets  of  resistance  which  focus 
around  “turf,”  preservation  of  income  and 
patient  control. 

AN(iIOPLASTY 

Balloon  dilatation,  angioplasty,  a first  line  of 

*Bowman  Road.  Mount  Pleasant,  SC  29464. 


approach  in  the  management  of  stenotic 
lesions  of  the  blood  supply  to  the  lower 
extremities  and  cardiac  muscle  (the  rapid 
popularity  of  coronary  angioplasty  is  an 
example  of  how  patient  control  can  affect  the 
dissemination  of  a new  technique). 

Angioplasty  has  also  been  applied  to  stenosis 
of  vessels  which  deliver  blood  to  the  brain. 
While  effective,  the  procedures  have  been 
slow  to  gain  popularity  at  a rate  which  remote- 
ly resembles  that  of  coronary  angioplasty. 

GREAT  VESSELS 

Angioplasty  of  the  brachio-cephalic  vessels 
(Figure  1 ) as  they  come  off  the  aorta  is  gath- 
ering acceptance  as  a first  line  of  interven- 
tional approach  to  major  vessel  stenosis.  As 
one  would  anticipate  the  results  and  compli- 
cations will  be  similar  to  those  in  the  major 
blood  supply  to  the  lower  limbs.  While  the 
avoidance  of  thoracotomy/sternotomy  and  the 
inherent  mortality  and  morbidity  associated  is 
desirable  there  remain  potential  hemorrhagic 
complications  which  require  the  availability 
and  support  of  a cardiothoracic  surgeon.  The 
procedure  has  a high  success  rate.  Cerebral 
embolic  complications  are  essentially  non- 
existent for  dilations  involving  the  great  ves- 
sels. Additional  safety  can  be  achieved  never- 
theless with  the  use  of  coaxial  balloons  inflat- 
ed in  the  origin  of  the  appropriate  vertebral  or 
internal  carotid  artery.  These  safety  balloons 
prevent  the  entry  of  any  embolic  material  into 
the  intracranial  circulation  and  are  simply 
removed  with  the  rest  of  the  apparatus. 

VERTEBRAE  ORIGIN 

Vertebral  artery  stenosis  should  be  the  sole 
province  of  interventional  neuroradiology. 
Major  and  difficult  surgery  is  the  alternative. 
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Figure  1.  RKJHT:  Angiography  of  left  subclavian  shows  hi}>h  grade  stenosis  with  an  84  niniHg  drop  in  pressure. 
Non-tilling  of  the  vertebral  artery  rellects  the  altered  hemodynamics.  Lf2f'T:  f ollowing  balloon  angioplasty  the 
pressure  differential  is  only  7 nmiHg,  the  stenosis  is  gone  and  flow  is  re-established  in  the  vertebral. 


Vertebral  origin  angioplasty  is  nsLially  effec- 
tive and  free  from  embolic  complications. 
The  intracranial  circulation  can  be  additional- 
ly protected  by  temporary  occlusion  of  the 
same  sided  subclavian  artery  to  produce  a 
temporary  ‘‘steal”  and  reversal  of  vertebral 
flow.  Alternatively  a co-axial  balloon  can  be 
inflated  more  distal ly  in  the  vertebral. 

CAROTID 

Stenosis  of  the  internal  carotid  artery  at  its  ori- 
gin is  the  most  frequent  correctable  cause  of 
cerebral  ischemia.  The  causal  relationship 
between  this  lesion  and  stroke  is  being 
increasingly  documented.  While  there  remains 
debate  over  the  mechanism  of  ischemia, 
stenosis/flow  vs  ulcer/platelet-fibrin-embolus, 
it  is  clear  that  the  risk  of  stroke  goes  up  with 
the  degree  of  stenosis  and  iiTegularity  as  seen 
on  angiography.  Endarterectomy  relieves  the 
stenosis  and  removes  the  endothelium  and  the 
source  of  embolus.  Angioplasty  dilates  the 
stenosis  and  flattens  the  diseased  endothelium. 
Initial  results  indicate  that  angioplasty  is  at 
least  as  safe  as  endarterectomy  and  may  in 
fact  be  safer.  Angioplasty  definitely  has  a 
lower  morbidity.  The  long  term  results  of 
endarterectomy  are  well  known  whereas  the 
data  on  angioplasty  is  scarce.  The  ultimate 


goal  of  both  is  re-endothelial ization  of  the 
vessel  and  their  relative  merits  in  that  regard 
are  unknown.  One  would  expect  that  since 
angioplasty  does  not  remove  endothelium, 
regrowth  will  prove  superior. 

Currently  carotid  endarterectomy  is  a 
proven  therapy  and  carotid  angioplasty  is  still 
being  assessed  and  therefore  should  be 
reserved  for  those  at  special  risk  or  for  those 
willing  to  have  the  procedure  performed  as 
part  of  a scientific  evaluation  of  the  proce- 
dure. That  does  not  mean  send  the  patient  to 
any  university  but  means  referring  the  patient 
to  an  center  (academic  or  private)  that  is  par- 
ticipating in  a formal  study. 

INTRACRANIAL  ANGIOPLASTY 

Balloon  dilation  of  stenosis  of  the  cavernous 
carotid,  distal  internal  carotid  and  the  proxi- 
mal middle  and  anterior  cerebral  arteries  are 
tempting  alternatives  to  surgical  bypass  and 
non-intervention.  Inherent  problems  such  as 
the  occlusion  of  microscopic  branches,  hem- 
oniiage  and  occlusion  or  worrisome.  Experi- 
ence with  vasospasm  angioplasty  would  seem 
to  indicate  that  the  intracranial  vasculature  is 
less  sensitive  than  expected. 

While  the  procedure  is  simple  technically 
there  are  reported  severe  disasters.  The  tech- 
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nique  belongs  for  the  moment  in  the  arena  of 
formal  evaluation  until  its  effieaey  and  eom- 
plication  rate  are  established. 

VASOSPASM  ANGIOPLASTY 

Perhaps  the  elearest  and  least  eontested  appli- 
eation  of  interventional  neuroradiologie  tech- 
niques is  the  use  of  balloon  angioplasty  in  the 
treatment  of  delayed  vasospasm  following 
subarachnoid  hemorrhage.  The  profound 
cerebral  ischemia  seen  as  the  result  of  this 
vasospasm  has  proven  refractory  to  all  treat- 
ment regimens  prior  to  the  use  of  angioplasty. 
The  discovery  of  potential  usefulness  was 
accidental  when  a spasmodic  basilar  artery 
was  dilated  by  Hieshima  to  allow  the  passage 
of  a balloon  to  a basilar  tip  aneurysm.  The 
vasospasm  had  not  recurred  when  follow  up 
angiography  was  performed.  This  observation 
lead  to  the  first  attempts  to  treat  vasospasm 
by  balloon  dilation. 


Vasospasm  angioplasty  (Figure  2)  is  most 
effective  when  performed  shortly  after  the 
onset  of  a focal  neurologic  deficit.  Once  CT 
has  excluded  the  occurrence  of  hemorrhage, 
infarct  or  hyrocephalus  transfemoral  angiog- 
raphy can  establish  the  diagnosis  of 
vasospasm.  A micro-catheter  tipped  by  a non- 
detaehable  silicone  balloon  is  inserted 
through  the  standard  angiographic  catheter 
along  with  a steering  guide  wire.  The  vessels 
in  spasm  are  selectively  catheterized  using 
techniques  developed  by  Brothers  and  Hol- 
gate''  and  dilated  to  their  approximate  pres- 
pasm  calibre.  The  whole  procedure  relies 
heavily  on  the  use  of  “roadmapping”  a Huo- 
roseopic  subtraction  technique  that  will  pro- 
ject the  movements  of  a catheter,  wire  and 
balloon  against  the  image  of  an  opacified 
blood  vessel.  Using  the  combination  of 
devices  available  the  catheter  can  be  deliv- 
ered to  almost  any  intracranial  ves.sel. 


Figure  2.  TOP:  On  the  right  the  middle  cerebral  aneurysm  is  well  seen.  Note  the  middle  cerebral  artery  calibre 
which  shows  marked  narrowing  on  the  middle  image  which  was  taken  during  vasospasm.  On  the  left  the  calibre 
of  the  middle  cerebral  has  been  restored  and  How  in  lenticulostriate  vessels  has  been  maintained.  The  patient 
woke  up  and  moved  his  paretic  left  arm  at  the  end  of  the  procedure.  BOTTOM  RIGHT:  The  aneurysm  clip  is 
well  seen.  LEFT:  Contrast  has  been  injected  into  the  coaxial  delivery  catheter  in  the  neck  so  that  the  position  of 
the  balloon  can  be  verified  prior  to  inflation.  The  balloon  is  advanced  to  the  next  segment  and  reinfiated. 
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Initial  and  snbscc|iicnt  results  of  this 
nietlKHlology  have  been  rewarding  partieular- 
ly  in  light  of  the  usual  bleak  outlook  for  this 
problem.  There  have  been  serious  and  fatal 
eom|')lieations  of  the  proeedure  due  to 
overzealoLis  dilation  of  the  vessels.  I’here  is 
no  elear  end  point  for  dilation.  Return  to  pres- 
pasm ealibre  is  tlesired  but  the  presurgieal 
angiography  is  frequently  performed  on  dif- 
ferent equipment  and  often  at  different  insti- 
tutions. The  end  point  is  therefore  a “guessti- 
mate" and  relies  heavily  on  the  knowledge 
and  experienee  of  the  operator. 

As  one  of  the  early  workers  in  this  field  it  is 
my  belief  that  simple  eriteria  for  the  end  point 
in  angioplasty  should  be  developed  so  that  the 
proeedure  ean  be  provided  anywhere 
aneurysm  surgery  is  performed.  This  proee- 
dure should  not  be  confined  to  a few  academic 
centers.  These  are  sick  patients.  Time  is  of  the 
essence.  They  should  neither  be  transferred  or 
wait  for  the  tly-in-fly-out  interventionalist. 

CAROTID  CAVERNOUS  FISTULAE 
Internal  Carotid-Cavernous  Fistula.  While 
the  embolisation  of  intracranial  arteriovenous 
malformations  was  the  beginning  of  interven- 
tional radiology  the  treatment  of  carotid  cav- 
ernous fistulae  was  the  first  step  in  the  devel- 
opment of  the  balloon  techniques  and  coaxial 
micro-catheters  so  widely  used  today.  Bal- 
loon occlusion  of  carotid  cavernous  fistulae 
was  developed  from  the  pioneering  work  of 
the  Russian  Serbinenko’  by  Gerard  Debruir' 
in  France/Canada/USA. 

There  are  multiple  routes  to  the  cavernous 
sinus  including  trans-carotid,  via  the  inferior 
petrosal  sinus  and  via  the  superior  ophthalmic 
vein.  The  object  is  to  occlude  the  sinus  and  the 
fistula  while  maintaining  patency  of  the  inter- 
nal carotid  artery.  The  sinus  can  be  occluded 
with  detachable  balloons  inflated  with  either 
polymerizing  agents  or  isotonic  contrast  mate- 
rial. Alternative  embolic  agents  include  wire 
coils  and  fragments.  There  was  even  a brief 
flirtation  by  Kerber  with  the  use  of  rapidly 
polymerizing  cyanoacrylate  (Crazy  Glue) 
injected  directly  into  the  sinus  from  the  carotid. 


Balloon  or  coil  occlusion  of  the  cavernous 
sinus  is  a mature  elTeelive  and  simple  method 
of  treatment  of  carotid  cavernous  fistulae  and 
supplants  all  surgical  approaches.  The  compli- 
cations are  few  and  the  proeedure  is  free  of  the 
morbidity  of  surgical  approaches.  Carotid  cav- 
ernous fistula  is  not  a I'atal  di.scase  according  to 
Morely  and  the  goals  of  treatment  should  be 
aimed  at  the  prevention  of  blindness,  preserva- 
tion of  the  carotid  artery  and  hopefully  the 
recovery  of  any  depressed  cranial  nerve  func- 
tion. Although  still  held  tightly  to  the  chest  of 
the  interventionalist  in  my  opinion  this  proee- 
dure is  simple  and  safe  enough  to  be  per- 
formed widely  by  most  neuroradiologists. 

External  Carotid-Cavernous  Fistula. 
External  carotid  cavernous  fistulae  connect 
the  dural  branches  of  the  internal  carotid 
artery  with  the  dural  branches  of  the  external 
carotid  artery  via  dural  veins  and  venous 
sinuses.  These  lesions  may  be  true  AVMs  of 
the  dura,  traumatic  fistulae  or  recanalized 
dural  sinus  thromboses.  Most  of  the  traumatic 
variety  will  spontaneously  close  over  time  so 
a rush  to  therapy  is  unwaiTanted.  Treatment  of 
these  lesions  is  best  earned  out  with  a combi- 
nation of  micro-catheters,  protective 
embolization  of  collateral  connections  to  sen- 
sitive structures,  and  embolization  of  the 
lesion  with  particles,  coils,  wire  fragments, 
tissue  adhesives  or  a combination  of  these. 
Surgery  has  no  role  to  play  in  this  lesion.  The 
embolization  of  this  lesion  can  be  very  diffi- 
cult and  extremely  complex."^  It  requires  a 
very  detailed  knowledge  of  vascular  anatomy. 
Since  there  is  seldom  any  urgency  in  the  treat- 
ment of  these  lesions  the  services  of  an  expe- 
rienced interventionalist  should  be  sought  in 
hopes  of  avoiding  complications  such  as 
stroke,  blindness  and  death.  There  are  no 
viable  therapeutic  alternatives  to  emboliza- 
tion. In  addition  to  blindness  and  cranial  nerve 
dysfunction  there  is  a small  but  real  risk  of 
subarachnoid  bleeding  in  these  dural  lesions. 

ARTERIOVENOUS  MALFORMATIONS 
AND  FISTULAE 

The  pioneering  work  of  Kerber  in  the  devel- 
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opmenl  of  the  calibrated  leak  balloon  catheter 
and  the  intravascular  use  tissue  adhesives  by 
Dotter"  has  formed  the  framework  for 
advances  in  the  science  of  interventional 
nuroradiology  which  make  Lussenhop’s  work 
look  like  Buck  Rogers  as  compared  to  Star 
Trek.  It  is  now  possible  to  intentionally  reach 
and  selectively  occlude  almost  any  vessel  in 
the  brain.  A variety  of  techniques  and  materi- 
als have  been  used  in  the  pursuit  of  the  elu- 
sive goal  of  complete  endovascular  oblitera- 
tion of  AVMs.  Since  this  goal  has  been 
achieved  on  occasion  there  is  reason  to 
expect  that  it  will  be  achieved  with  increasing 
frequency  as  time  goes  on.  The  fundamental 
appeal  of  the  transfemoral  endovascular 
approach  as  an  alternative  to  craniotomy 
apart  from  its  inherent  “sexiness”  is  the 
reduction  of  morbidity. 

In  the  real  world  endovascular  therapy  is 
seldom  a stand  alone  approach  but  is  a single 
facet  in  complex  interplay  of  surgery,  radia- 
tion therapy  and  embolization,  each  of  which 
is  adjunctive  to  the  other.  In  the  same  real 
world  pursuit  of  income  and  fame  and  true 
devotion  have  lead  some  from  each  field  to 
promote  their  approach  to  the  exclusion  of 
others.  The  complexity  of  the  therapeutic 
choices  to  be  made  would  suggest  that  AVMs 
which  are  seldom  simple  should  only  be 
treated  in  the  context  of  a team  which  can 
offer  all  alternative  methods  in  a noncompeti- 
tive fashion. 

The  technical  performance  of  endovascular 
therapy  has  become  so  simple  with  the  latest 
advances  that  ability  to  perform  the  procedure 
can  be  attained  by  most  neuroradiologists 
with  little  additional  training.  However,  the 
intraprocedural  decisions  as  hemodynamics 
progressively  change  requires  knowledge 
beyond  the  ken  of  even  the  newly  trained 
interventionalist.  The  clinical  monitoring  of 
these  patients  is  very  demanding. The  ancil- 
lary support  of  endovascular  therapy  has 
become  increasingly  complicated  and  include 
a neurologist  for  monitoring  EEGs  and 
evoked  potentials,  a neuropsychologist  to 
evaluate  pre  and  post  procedure  function,  and 


at  times  specialized  anesthesia.  These  proce- 
dures are  inherently  non-emergent  and  only 
should  be  performed  where  a full  “team” 
exists.  At  a minimum  this  team  should 
include  a senior  interventionalist  and  a sur- 
geon who  devotes  significant  parts  ol'his  time 
and  has  a good  deal  of  experience  in  the  treat- 
ment of  AVMs. 

INTRACRANIAL  ANEURYSMS 
Intracranial  aneurysms  can  be  classified  in  a 
variety  of  ways  but  for  the  purposes  of  this 
discussion  they  might  best  be  divided  accord- 
ing to  natural  history  ie:  those  with  a tenden- 
cy to  bleed  (berry  aneurysms)  and  those 
which  behave  as  mass  lesions  or  embolic 
source  (giant  aneurysms).  There  is  overlap  in 
thi  s as  in  all  classifications. 

GIANT  ANEURYSMS 
A variety  have  been  attempted  in  the  manage- 
ment of  these  lesions.  To  date  balloon  or  coil 
occlusion  of  the  aneurysm  itself  or  occlusion 
of  the  feeding  vessel  have  proven  successful 
in  most  cases. 

BERRY  ANEURYSMS^ 

The  management  of  berry  aneurysms  remains 
an  area  of  development.  A variety  of  strate- 
gies have  been  attempted  to  this  point.  The 
most  important  of  the  are  the  placement  of 
intraluminal  balloons  filled  with  polymeriz- 
ing agents,  and  the  use  of  intraluminal  wire 
coils.  Most  aneurysms  can  be  approached  in 
this  fashion  and  initial  Russian  work  followed 
by  work  in  this  country  has  established  the 
feasibility  of  endovascular  treatment  of  beiry 
aneurysms.  While  the  low  morbidity  of 
endovascular  work  has  considerable  appeal 
over  the  perioperative  complications  of 
aneurysm  surgery  there  remain  unanswered 
questions  regarding  long  term  efficacy. 
Endovascular  treatment  does  not  address  the 
primary  issue  of  the  mural  defect  fundamen- 
tal in  these  aneurysms.  Surgery  can  claim  to 
obliterate  the  aneurysm  and  can  remove  it, 
however,  the  wall  defect  is  not  addressed. 
Endovascular  work  aimed  at  electrothrombo- 
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sis  or  heat  coagulation  of  tlie  aneurysm  also 
leave  the  wall  del'eet  behind.  Surgical  repair 
of  the  tiefeet  or  insertion  ol  an  endovascular 
stent  have  theoretical  appeal  and  theoretical 
problems. 

d'lie  current  status  of  endovascular  treat- 
ment ol'  berry  aneurysm  is  complex.  The  pro- 
cedure is  simple  to  perform  and  is  within  the 
scope  of  any  neuroradiologist  who  has 
learned  to  perform  it.  Patients  who  are 
acceptable  operative  risks  and  have 
aneurysms  suitable  for  clipping  should  be 
approached  surgically.  Aneurysm  surgery  has 
a long  history  of  success  under  these  condi- 
tions. The  use  of  hypothermia,  hypotension 
and  other  ancillary  techniques  have  extended 
the  patients  tolerance  of  reduction  in  perfu- 
sion and  have  secondarily  increased  the  num- 
ber of  patients  amenable  to  surgery. 
Aneurysms  which  are  deemed  unclippable  by 
virtue  of  location,  because  of  failed  surgical 
attempt  or  because  the  patient  is  a poor  surgi- 
cal candidate  should  be  treated  by  endovascu- 
lar approach.  At  all  times  it  is  essential  that 
there  be  a true  team  relationship  between  the 
neuroradiologist  and  the  neurosurgeon. 

SUMMARY 

The  role,  techniques  and  tools  of  interven- 
tional neuroradiology  are  growing  rapidly 
because  of  the  number  of  active  investigators. 
Training  programs  are  being  certified  by  the 
American  Society  of  Neuroradiology.  Rec- 
ommendations are  that  Interventional  Neuro- 
radiologists be  fully  qualified  in  neuroradiol- 
ogy (two  years)  and  have  a one  or  two-year 
additional  fellowship  in  interventional.  The 
ideal  interventionalist  would  also  have  some 
clinical  neuroscience  training.  "While  these 
training  requirements  seem  excessive  on  the 
surface  one  must  recognize  that  with  the 
overall  drop  in  routine  angiography  that  a 
longer  exposure  is  necessary  to  acquire  the 
prerequisite  knowledge,  skill  and  experience 
easily  obtained  in  one  year  ten  years  ago.  In 
fact  there  has  been  some  pressure  to  place  all 
of  diagnostic  neuroangiography  in  the  hands 
of  interventionalists. 


Ididovascular  approaches  are  the  treatment 
ol'  choice  for:  ( I ) cerebral  vasospasm,  (2) 
carotid  cavernous  fistulac,  (3)  vertebral  artery 
origin  stenosis,  (4)  subclavian  artery  stenosis, 
(5)  innominate  and  left  carotid  origin  steno- 
sis, and  (b)  giant  intracranial  aneurysms. 

Hndovaseular  treatment  is  developmental 
and  should  be  restricted  to  centers  performing 
formal  trials  in  the  treatment  of:  ( 1 ) cerebral 
arteriovenous  malformations  and  (2)  internal 
carotid  artery  and  intracranial  stenosis.  H 

Alll'HOR'.S  NO'I’K:  t have  confined  this  report  to 
tliose  areas  in  which  I have  hands  on  experience  and  to 
those  procedures  which  1 have  personally  performed 
with  the  exception  of  internal  carotid  angioplasty. 
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Phone  804-262-6900  or  1-800-262-4220 
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Of  An  OPEiumoN  Ih/ini 
Make  You  Feei  Beher 


As  an  Air  Force  Reserve  physician,  you'll  expe- 
rience all  the  rewards  of  providing  care.  And 
then  some.  Because  as  part  of  our  nation's  vital 
defense  team,  you'll  help  protect  the  strength 
and  pride  of  America.  In  the  Air  Force  Reserve, 
you'll  feel  the  excitement  a change  of  pace 
brings  as  you  gain  the  prestige  of  military  rank 
and  the  privilege  of  working  with  some  of 
the  world's  best  medical  professionals — in  a 
program  that's  flexible  enough  to  fit  your 
schedule.  The  Air  Force  Reserve.  It's  a great 
way  to  serve. 

Call:  (803)566-4910 
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MUSC  MEDICAL  UPDATE  1994 

( A Live  Videoconference  Series 
Beginning  January  1994 

Presented  by  Medical  University  of  South  Carolina  Faculty 

January  19 

Anaphylaxis  - Life  Threatening 
Allergies 

February  16 

Breast  Cancer 

March  16 

Prostate  Cancer 

April  20 

Lipids  & Dietary  Control  in  Children 

May  18 

Acute  Myocardial  Infarction 

June  15 

Management  of  Hypertension 

July  20 

Cataracts  & Intraocular  Lenses 

August  17 

Approach  to  Venous  Disease 

September  21 

Management  of  Epilepsy 

October  19 

What's  New  in  Chemotherapy  & 
Management  of  Cancer 

November  16 

What's  New  in  Antibiotics 

December  14 

Asthma 

This  videoconference  will  be  received  by  hospitals  and  other 
health  institutions  who  are  members  of  the  Health  Communica- 
tions Network.  For  information  on  where  you  can  view  this  series 
and  availability  of  continuing  medical  education  credit,  call  the 
MUSC  Office  of  Continuing  Medical  Education  at  (803)  792-4071. 

THE  INTERIM  MEETING  OF  THE  AMA 
NEW  ORLEANS,  LOUISIANA 
DECEMBER  3-8, 1993 

REPORT  OF  THE  SCMA  DELEGATION 

WALTER  J.  ROBERTS,  JR.,  M.  D.* 


The  interim  meeting  of  the  AMA  House  of  Delegates 
was  held  in  the  beautiful  city  of  New  Orleans  dur- 
ing early  December.  It  was  attended  by  the  full  South 
Carolina  delegation,  and  by  our  President  Ed  Cata- 
lano, President-Elect  Marion  Burton,  and  Chairman 
of  the  Board  of  Tmstees  Nelson  Weston.  South  Car- 
olina's member  of  the  AMA  Board  of  Trustees, 
Randy  Smoak,  sits  with  our  delegation  during  all 
functions,  and  is  a great  source  of  advice  and  sup- 
port in  our  decision-making  and  discussions. 

Two  members  of  the  SC  delegation.  Doctors  Don 
Kilgore  and  Dan  Brake,  were  appointed  to  serve 
on  Reference  Committees  at  this  meeting, 
pointing  out  once  more  the  respect  in  which  our 
delegation  is  held  at  the  AMA  level. 

The  meeting  was  a time  for  a very  “bittersweet” 
event,  the  final  AMA  meeting  for  a great  South 
Carolina  leader  in  medicine.  Dr.  Don  Kilgore.  Don 
has  served  with  great  distinction  and  consistent 
contribution  for  many  years.  The  physicians  of 
South  Carolina  owe  him  an  immeasurable  debt  of 
gratitude,  and  we  will  miss  his  wit  and  wisdom  as 
a member  of  the  delegation. 

It  is  unerringly  clear  to  everyone,  I am  sure,  that 
this  most  recent  AMA  meeting  was  involved 
almost  entirely  in  discussion  of  Health  System 
Reform.  The  same  sort  of  frustrations  and 
ambivalence  which  all  physicians  feel  over  the 
monumental  decisions  to  be  made  abounded  at 
the  AMA  meeting,  as  the  following  report  will 
endeavor  to  show. 

Prior  to  the  beginning  of  the  AMA  meeting, 
however,  one  of  the  more  pleasant  tasks  of  my 


professional  life  occurred  - the  mid-year  meeting 
of  the  Oiganization  of  State  Medical  Association 
Presidents  (OSMAP).  I am  honored  to  be  the 
current  president  of  this  prestigious  organization, 
which  is  made  up  of  presidents,  presidents-elect, 
and  past  presidents  of  state  medical  organizations, 
and  state  medical  executives. 

At  the  AMA  Interim  Meeting,  OSMAP  has  its 
annual  banquet,  which  follows  an  always 
stimulating  afternoon  of  discussion  of  the 
problems  and  achievements  of  the  various  state 
associations.  It  was  my  pleasant  prerogative  to 
invite  the  banquet  speaker,  and  I chose  our 
Governor,  Carroll  Campbell.  Governor  Campbell 
was  enormously  well  received.  He  discussed  his 
own  ideas  about  health  system  reform,  and  much 
of  what  he  espouses  is,  as  you  perhaps  know, 
close  to  and  consistent  with  the  positions  held  by 
us,  the  practicing  physicians.  The  last  several 
minutes  of  his  speech  involved  his  advice  to  the 
federal  government  about  a number  of  “reforms” 
which  could  be  achieved  without  establishing  any 
further  bureaucracy  - some  of  the  same  ideas  he 
advanced  recently  in  his  appearance  before  the 
House  Ways  and  Means  Committee  of  Congress, 
seen  on  C-Span  - and  were  regarded  by  the 
OSMAP  members  assembled  as  sensible  and 
much  needed  in  the  confusing  milieu  of  “reform.” 

In  addition  to  his  superb  performance  as  the 
banquet  speaker.  Governor  Campbell  had  a short 
but  very  enjoyable  visit  with  the  SC  AMA 
delegation,  along  with  the  highest  officers  in  the 
AMA,  and  everyone  was  impressed  with  his 
observations  and  plans  for  South  Carolina's  health 
care  problems. 


*PO  Box  11188,  Columbia,  SC  29211. 


Please  allow  me  in  this  report  to  tell  you,  as  well 
as  I can,  about  the  actions  of  the  AMA  House  of 
Delegates,  attempting  to  touch  upon  the  more 
important  issues.  Please  also  let  me  refer  you  to 
AM  News,  especially  the  December  20th  issue,  for 
more  in-depth  disc.ussion  of  these  actions. 


EMPLOYER  MANDATED 
HEALTH  INSURANCE 

As  the  debate  rages  over  health  system  reform  in 
every  comer  of  the  nation,  there  is  no  portion  of 
the  debate  which  is  as  important  as  how  the 
proposed  programs,  whatever  they  turn  out  to  be, 
shall  be  financed.  The  president's  plan  suggests 
that  the  best  way  is  to  mandate  coverage  by 
employers.  This  is  also  the  fashion  of  financing 
advanced  by  the  AMA's  plan,  devised  several 
years  ago,  called  Health  Access  America.  It  is  not 
hard  to  understand,  therefore,  that  many 
physicians  across  the  country  have  felt  the  AMA 
has  gotten  on  board  with  the  federal  administration's 
plans.  At  the  interim  meeting,  at  least  five 
resolutions  were  presented  asking  the  AMA  to  back 
off  from  endorsing  an  employer  mandate,  and  to 
search  for  other  means  of  financing  health  system 
reform. 

What  was  decided,  in  lengthy  and  often  heated 
debate,  was  something  of  a compromise,  attempting 
to  find  policies  which  would  encourage  individuals 
to  purchase  lower  cost,  higher  deductible  health  care 
insurance,  though  not  backing  off  entirely  from  the 
employer  mandate  posture.  A “combination”  of  the 
two  plans  was  advised  by  some. 

However,  the  House  of  Delegates  chose  not  to 
rescind  the  AMA's  support  of  the  employer  mandate 
for  health  care  financing. 


MANAGED  CARE  AND  “ANY  WILLING 
PROVIDER”  LAWS 

There  is  increasing  concern  among  physicians 
everywhere  that  the  move  toward  managed  care 
medicine  will  be  the  “death-knell”  for  fee-for- 
service  medicine  as  we  have  known  it.  Particularly 


on  the  west  coast,  indemnity  form  insurance  for 
health  benefits  has  become  almost  a thing  of  the 
past.  Much  of  the  dialogue  from  Washington 
advances  “managed  care”  and  “managed 
competition”  as  the  wave  of  the  future  in  the 
delivery  of  health  care. 

With  such  potentially  divisive  problems  existing,  the 
AMA  confronted  a number  of  issues  raised  by 
physicians  concerned  over  their  place  in  this 
anticipated  change  and  in  the  way  they  may  be 
practicing  medicine  in  the  not-too-distant  future. 
Most  of  the  concerns  are  embodied  in  the 
controversy  over  what  is  called  “any  willing 
provider”  laws  and  regulations.  Springing  from  this 
rather  obscure  phrase  are  even  more  frightening 
sounding  problems  like  “physician  de-listing”  and 
“improper  exclusion”  of  physicians  from  these 
managed  care  plans. 

Most  practicing  physicians  feel  that  if  they  are 
capable,  licensed  and  honest  practitioners  of  their 
art,  they  should  be  allowed  appropriate  access  to 
managed  care  plans  which  spring  up  in  their 
community.  Managed  care  administrators  feel,  on 
the  other  hand,  that  they  should  have  the  right  to 
select  physicians  with  whom  they  shall  contract,  and 
that  they  should  have  the  right  to  terminate  - at  their 
own  discretion  - a physician's  relationship  with  then- 
program.  Both  sides  obviously  have  strong  arguing 
points. 

Some  16  states  now  have  laws  which  require 
managed  care  providers  to  contract  with  “any 
willing,  qualified  provider”  who  meets  the  terms  of 
the  contract.  Most  of  these  laws  apply,  however,  to 
pharmacists.  A few  states  have  broader  laws  which 
extend  to  physicians.  There  were  a number  of 
physicians  involved  in  managed  care  plans  who  are 
quite  openly  opposed  to  any  suggestion  regarding 
“any  willing  provider”  regulations;  others  feel  there 
should  be  a federal  initiative  to  have  laws  passed  to 
allow  relatively  free  access  of  physicians  to 
managed  care  plans. 

The  final  conclusion  by  the  delegates  was  to  support 
a Board  of  Trustees  report  which  sought  to  seek  a 
balance  between  these  widely-divergent  views  of  the 
problem.  Included  in  this  report  is  recognition  that 
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physicians  should  retain  certain  prerogatives,  in  that 
managed  care  plans  should  be  required  to  make 
public  their  requirements  for  panel  membership,  and 
a physician  should  have  the  right  to  apply  to  health 
care  plans  in  which  he  or  she  desires  to  participate 
and  to  have  the  application  approved  if  it  meets 
physician-developed  criteria  based  on  professional 
qualifications,  competence  and  quality  of  care. 
These  plans  should  also  be  required  to  publicly 
disclose  their  criteria  for  terminating  a physician 
from  the  plan.  It  was  recognized,  however,  that  the 
“realities”  of  health  care  cost  savings  - the 
undergirding  motive  in  health  systems  reform  - are 
impacted  by  making  managed  care  panels  open  on  a 
“come  one,  come  all”  basis.  Sentiment  of  the  House 
of  Delegates  was  against  having  federal  laws 
regarding  “any  willing  provider,”  and  encouraged 
AMA  efforts  to  oppose  preempting  of  existing  state 
laws  regarding  “any  willing  provider”  with  such 
legislation.  Again,  it  should  be  recognized  that  very 
little  of  such  existing  law  applies  to  physicians. 

Incidentally,  Bill  Mahon  and  I have  been  members 
of  an  AMA  committee  which  is  called  the  Managed 
Care  Partnership  Group,  headed  by  Dr.  Jim  Todd, 
EVP  of  AMA.  We  were  involved  in  critiquing  the 
“any  willing  provider”  report  before  the  presentation 
at  the  AMA  Interim  Meeting,  and  I think  we  have 
done  about  what  we  can  at  this  point  in  providing 
support  for  the  practicing  physician  in  this 
controversial  problem. 

WORKFORCE  REFORM 

As  with  the  above  topics,  there  is  greatly  divided 
sentiment  regarding  how  to  accomplish  changes  in  the 
medical  workforce.  The  Forum,  a meeting  held  just 
before  the  AMA  meeting,  chose  “Primary  Care”  as  its 
issue  for  discussion  at  the  AMA  Interim  Meeting,  and 
an  additional,  three-hour  long  discussion  of  the  issue 
was  attended  by  hundreds  of  delegates. 

It  is  clear  that  President  Clinton's  plan  for  providing 
health  care  for  the  country  includes  striking  changes 
in  the  number  of  training  slots  for  specialties, 
basically  a quota  system  which  would  make  55 
percent  of  training  dedicated  to  primary  care. 


Currently  some  20  percent  of  physicians  become 
generalists.  The  AMA  has  perennially  been  opposed 
to  such  quotas,  and  quotas  have  had  less  than  great 
success  in  the  past. 

Even  more  hotly  debated  was  the  question  as  to  who 
should  be  “primary  care”  physicians.  General 
surgeons,  orthopedists,  dermatologists,  and 
especially  OB/GYNs  now  are  vieing  for  this 
designation,  stating  that  up  to  25  percent  of  their 
practices  in  the  past  have  been  providing  primary 
care.  AAFP  circulated  a paper  which  defines 
“generalists”  in  much  stricter  parlance  and  would 
eliminate  most  of  these.  What  is  clear  is  that  no 
consensus  exists  at  present. 

TORT  REFORM 

Physicians  in  South  Carolina  have  been  very 
fortunate  during  the  last  20  years  that  the  problems 
with  medical  liability  have  impacted  our  practices 
here  less  than  in  many  parts  of  the  country.  We  have, 
however,  clearly  changed  many  of  our  patterns  in 
management  of  patients  because  of  “defensive 
medicine.” 

Nationwide,  however,  there  continues  to  be  much 
concern  over  tort  reform,  and  each  time  the 
accelerated  cost  of  health  care  is  looked  at  by 
anyone  knowledgeable,  reform  of  the  judicial 
system  is  suggested. 

President  Clinton,  it  is  well  known,  was  strongly 
supported  in  his  election  by  the  plaintiff  trial 
attorney’s  association.  AMA  officials  have  sent  a 
strong  letter  to  the  president  indicating  our  feeling 
that  the  current  proposals  in  his  health  systems 
reform  plan  are  less  than  adequate  in  addressing  the 
problem.  Caps  on  non-economic  damages,  reduction 
in  awards  when  collateral  source  payment  have  been 
made,  alternative  resolution  of  complaints  and  caps 
on  attorney's  charges  are  among  the  elements 
needed  for  physician  relief,  and  for  making  more 
sense  out  of  a problem  too  long  out  of  control. 
Though  many  feel  these  changes  would  best  be 
made  at  state  level,  it  appears  some  federal  initiative 
is  needed. 


AMA  AND  HEALTH  SYSTEM  REFORM 

Finally,  please  allow  me  to  “editorialize”  about 
some  ongoing  dialogue  between  you  as  physicians, 
your  AMA  delegation  which  I am  representing,  and 
the  board  and  officers  of  the  AMA.  There  has  been 
the  perception  that  the  AMA  has  been  less  effective 
than  it  should  halve  been  in  representing  us  in  the 
health  system  reform  debate,  that  there  has  been  too 
much  willingness  on  the  part  of  our  elected  trustees 
and  officers  to  go  along  with  the  myriad  of 
proposals  springing  from  the  fertile  minds  of  Ms. 
Clinton,  Ira  Magaziner  and  their  confreres.  This 
perception,  in  my  mind,  is  a misconception  and  has 
come  about  for  two  very  clear  reasons.  First,  in  1990 
the  AMA  produced  its  plan  for  health  system 
refonn.  Health  Access  America.  This  is  not  a perfect 
document.  It  has  been  and  continues  to  be  changed 
and  modified  to  answer  new  questions.  Though  it 
has  imperfections,  the  federal  government  has 
recognized  its  worth,  and  much  of  what  President 
Clinton  has  come  up  with  in  his  plan  has  been  taken 
from  Health  Access  America,  certainly  and  correctly 
giving  the  appearance  we  are  singing  from  the  same 
page  of  the  hymnal. 


Second,  and  even  more  important,  is  our  need  at  this 
time  to  maintain  a posture  which  will  allow  us  to 
negotiate.  Our  AMA  President,  Dr.  Joe  Painter,  gave 
a very  meaningful  and  articulate  address  at  the 
meeting  in  which  he  indicated  that  we  are  not 
capitulating  but  negotiating.  Furthermore,  our 
negotiations  are  being  done  not  only  for  physicians 
but  far  more  importantly,  for  our  patients  and  for  the 
benefit  of  good  medical  practice  for  the  coming 
years. 

So  keep  the  faith,  support  the  AMA,  SCMA  and 
your  local  medical  society.  Our  strength  will  lie  in 
our  ability  to  stay  united.  We  must  do  this  for 
ourselves  and  for  our  patients. 

Thank  you  again  on  behalf  of  the  AMA  delegation 
for  the  opportunity  to  serve  you.  We  are  doing  our 
best  in  this  most  difficult  of  times  in  medicine.  Do 
not  hesitate  to  call  me  or  the  other  delegates  if  you 
have  any  thoughts  or  concerns  you  need  us  to 
address.  □ 
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AN  OVERVIEW 

The  first  part  of  the  two-issue  symposium, 
devoted  to  cerebrovaseular  problems,  concen- 
trates on  vascular  anomalies  with  propensity 
to  bleed. 

Of  man’s  vital  organs,  the  brain  stands 
above  in  its  propensity  to  bleed  within  itself. 
About  one-fourth  of  all  deaths  attributable  to 
disorders  of  the  nervous  system  are  caused  by 
hemorrhage  within  the  intracranial  cavity.  In 
the  United  States,  intracranial  bleeding 
produces  half  of  all  deaths  from  stroke. 

During  the  past  decade,  medicine  has 
achieved  remarkable  progress  in  the 
diagnosis,  prevention,  and  treatment  of 
cerebrovascular  disease,  and  a more  thorough 
understanding  of  the  pathology  and 
physiology  of  these  problems.  New 
technology  allows  earlier  and  more  precise 
diagnosis.  Old,  traditional  diagnostic  tests  are 
being  replaced  in  some  instances  by  newer, 
noninvasive  techniques  — magnetic 
resonance  angiogram  or  transcranial  Doppler. 
Improved  medical  programs,  new  drugs  such 
as  calcium  channel  blockers  are  used  to  fight 
post-hemorrhage  vasospasms.  Microsurgical 
techniques  have  provided  improved  surgical 
treatment  for  more  patients.  More  and  more 
vascular  cranial  problems  can  be  treated  via 
endovascular  route  aiming  at  obliteration  of  a 
lesion  with  balloons,  detachable  coils, 
increased  thrombopenic  materials  or  placing 
stents  in  stenotic  vessels.  New  subspecialty 
branched  off  neuroradiology  — endovascular 
surgery  or  interventional  radiology.  Surgical 
techniques  are  markedly  improved.  Skillful 
vascular  neurosurgeons  can  not  only  clip 
previously  considered  unclippable  aneurysms, 
but  can  exclude  some  from  circulation  by 
means  of  trapping  and  bypassing  trapped 
segments  of  the  vessel  with  intracranial  to 


intracranial  anastomosis  (such  as  intracranial 
internal  carotid  artery  to  middle  cerebral 
artery)  or  extracranial  to  intracranial  grafts 
(such  as,  for  example,  occipital  artery  to 
posterior  inferior  cerebellar  artery). 

Selected  vascular  problems  can  be  treated 
now  with  radiosurgery.  In  a strict  sense, 
radiosurgery  is  not  surgery  because  no 
incision  is  made.  It  might  be  more  accurate  to 
describe  this  methodology  as  stereotactically 
focused  radiation.  A very  high  dose  of 
radiation,  either  charged  particles  (protons  or 
helium  ions)  or  photons  (gamma  radiation  or 
x-rays),  is  delivered  to  the  target,  usually  in 
one  fraction.  A steep  dose  gradient  is 
achieved  with  consequently  minimal  doses  to 
surrounding  structures.  Stereotactic  methods 
are  used  and  the  mechanical  radiation 
delivery  systems  are  very  accurate.  There  are 
obviously  much  broader  applications  of 
radiosurgery  than  treatment  of  vascular 
abnormalities  (for  example,  neoplasm).  These 
and  other  factors  have  contributed  to  the 
reduction  in  morbidity  and  mortality  from 
surgical  procedures. 

The  dawn  of  modern  aneurysm  surgery 
came  in  1933  when  Dr.  Egas  Moniz,  a 
Portuguese  neurologist  and  psychiatrist, 
demonstrated  an  aneurysm  by  the  technique 
of  cerebral  angiography  which  he  had 
discovered.  It  is  ironic  that  the  greatest 
recognition  Moniz  had  received  at  that  time 
was  for  another  of  his  contributions  to 
medicine  — a prefrontal  lobotomy  as  a form 
of  treatment  for  some  forms  of  psychiatric 
disorders.  In  1949,  Dr.  Moniz  received  the 
Nobel  Prize  in  Physiology  and  Medicine 
"for  the  discovery  of  therapeutic  value  of 
leucotomy  in  certain  psychosis."  Even  if 
this  was  the  mainifest  reason  for  granting 
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the  prize,  his  invention  ofeerebral  angiogra- 
phy nuist  also  have  been  taken  into  aeeount. 
'I’lie  first  patients  to  undergo  eerebral  arteri- 
ography  did  not  even  survive  that  proeedure, 
mainly  due  to  toxieity  of  the  tlye. 

'fhe  first  planned  inlraeranial  operation  for 
an  aneurysm  was  eondueted  by  Professor  Nor- 
man Dott  of  Edinburgh,  Seotland  in  1933. 
Credit  for  the  I'irst  definitive  treatment  of  a 
preoperati  vely  diagnosed  intraeranial 
aneurysm  (by  virtue  of  a third  nerve  palsy) 
goes  to  I3r.  Walter  Dandy,  who,  in  1937, 
elipped  the  neck  of  an  aneurysm  with  a metal 
clip. 

Brilliant  technical  progress  that  greatly 
improved  survival  rate  after  cerebral  insult 
included  the  demonstration  by  Lundberg  in 
I960  of  the  feasibility  of  intraventricular 
catheters  to  continuously  record  and  control 
ventricular  fluid  pressure.  Two  years  after 
that,  the  first  report  appeared  of  an  intracranial 
vascular  procedure  earned  out  with  the  aid  of 
the  operating  microscope,  which  brought  the 
two  blessings  of  magnification  and  illumina- 
tion. A group  of  scientists  that  included  God- 
frey Hounsfield  developed  the  first  computed 
tomography  (CT)  head  scanner  which  was 
operational  in  1971. 

Aided  by  technical  advances  and  general 
progress  in  radiology,  anesthesia  and  intensive 
care,  many  neurosurgeons  achieved  progres- 
sively lower  postoperative  mortality  rate  after 
operation  for  intracranial  vascular  anomalies 
in  the  1960s  and  1970s.  This  continues  today. 


Intraeranial  arteriovenous  malformations 
were  studied  and  classified  as  early  as  the  mid- 
1800s  (Eusehka,  18.34;  Virchow,  1863)  with 
the  first  surgical  exposure  of  an  arteriovenous 
malformation  by  Giordano  occurring  about 
three  decades  later,  in  1890.  f'edor  Krause  in 
Berlin,  attempted  to  surgically  eliminate  an 
arteriovenous  malformation  by  ligating  its 
feeding  arteries  in  1908,  but  Professor  Herbert 
Olivecrona  form  Karolinska  Institutet  in 
Stockholm  appears  to  be  the  first  to  actually 
completely  excise  a cerebral  arteriovenous 
malformation  (AVM)  in  1932  and  later  a cere- 
bellar AVM  in  1938. 

There  is  much  to  be  done  in  the  future.  How 
to  diagnose  and  safely  treat  a deadly  intracra- 
nial lesion  before  its  disastrous  rupture  and 
hemorrhages.  What  molecular  or  chemical 
manipulations  will  prevent  aneurysms  and 
other  vascular  anomalies  from  forming  in  the 
first  place? 

At  the  end,  1 would  like  to  thank  each  con- 
tributing author  to  this  issue:  Byron  N.  Bailey, 
M.  D.,  Robert  Flandiy,  M.  D..  Richard  C.  Hol- 
gate,  M.  D.,  and  John  K.  John.son,  M.  D.  My 
special  thanks  go  to  Dr.  Charles  Bryan  and 
Ms.  Joy  Drennen  from  the  Editorial  Office  of 
the  South  Carolina  Medical  Association. 

Artur  Pacult,  M.  D.,  F.A.C.S. 

Neurology-Neurosurgery  Clinic,  P.A. 

125  Doughty  Street,  Suite  400 

Charleston,  South  Carolina  29403 
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Oh  wc  Cozier. 


WALTER  EDWARD  DANDY:  1886-1946 


Our  cover  this  month  is  an  illustration  from 
Intracranial  Arterial  Aneurysms  by  Walter 
Edward  Dandy.  Dandy  was  born  in  Sedalia, 
Missouri,  on  April  6,  1886.  He  was  edueated 
at  the  University  of  Missouri  and  reeeived  his 
M.  D.  at  Johns  Hopkins,  where  he  was  a stu- 
dent of  Harvey  Cushing.  His  entire  career 
was  spent  at  Hopkins. 

Dandy  is  eonsidered  by  some  to  be  the 
greatest  neurosurgeon  of  his  time.  He  did  pio- 
neering work  in  hydrocephalus;  introdueed 
air  eontrast  ventrieulography  for  x-raying  the 


subarachnoid  space;  devised  innovative  pro- 
cedures for  the  total  removal  of  tumors  of  the 
acoustie  nerve,  for  treatment  of  facial  neural- 
gias, for  Meniere’s  disease  and  for  intracra- 
nial aneurysms.  He  also  designed  a protective 
helmet  for  professional  baseball  players. 

Dr.  Dandy  died  on  April  19,  1946. 

Betty  Newsom 

The  Waring  Historieal  Library 
RKFERENCE 

Dictionary  of  American  Medical  Biography,  1984. 


SPECIALIZE  IN 
AIR  FORCE  MEDICINE. 

Become  the  dedicated  physician  you 
want  to  be  while  serving  your  country  in 
today’s  Air  Force.  Discover  the  tremen- 
dous benefits  of  Air  Force  medicine.  Talk 
to  an  Air  Force  medical  program  manag- 
er about  the  quality  lifestyle  , quality 
benefits  and  30  days  of  vacation  with  pay 
per  year  that  are  part  of  a medical  career 
with  the  Air  Force.  Find  out  how  to  quali- 
fy. Call 

USAF  HEALTH  PROFESSIONS 
TOLL  FREE 
1-800-423-USAF 


INFORMATION  FOR  AUTHORS 


I'he  mission  of  The  Journal  is  to  advance  tlic 
art  and  science  of  medicine;  to  pronK)le  the  ide- 
als of  tlie  vSoutli  Carolina  Medical  Association; 
to  encourage  scholarship  and  gc)od  will  among 
South  Carolina  physicians;  and  to  disseminate 
information  specifically  applicable  to  the  health 
care  of  South  Carolinians.  We  encourage  origi- 
nal articles  and  letters  to  the  editor  of  potential 
benefit  and  interest  to  the  members  of  the 
South  Carolina  Medical  Association. 

CORRKSPONDENCE:  All  manuscripts  and 
coiTcspondence  shcuild  be  addressed  to  The  Eiditor, 
The  Journal  oj  the  South  Carolina  Medieal  Asso- 
eiation,  PO  Box  1 1 1 88,  Columbia,  SC  292 1 1 . 

COPYRIGHT:  All  manuscripts  should  be 
accompanied  by  a transmittal  letter  to  the  editor, 
which  should  contain  the  following  paragraph; 

“This  original  work  has  not  been  submitted 
or  published  elsewhere,  in  entirety  or  in  part. 
I (we)  hereby  transfer,  assign,  or  otherwise 
covey  all  copyright  ownership  to  the  South 
Carolina  Medieal  Association  in  the  event 
that  this  work  is  published  by  the  SCMA.” 

We  request  authors  to  advise  the  editor  of 
any  prior  or  anticipated  duplication  of  their 
work  in  other  publications.  Submission  of 
material  as  a “companion  article”  to  material 
submitted  elsewhere  is  discouraged. 

PRIORITY  FOR  PUBLICATION:  The 

Journal  was  founded  in  1905  especially  as  a 
place  for  practicing  physicians  to  publish 
their  original  observations.  This  purpose  con- 
tinues to  receive  priority.  Growth  of  institu- 
tions, especially  of  medical  school  faculties, 
during  this  century  may  be,  at  least  in  part, 
responsible  for  a decreased  tendency  for  prac- 
ticing physicians  to  attempt  scholarly  work. 
Concerned  about  this  trend.  The  Journal 
encourages  practicing  physicians  to  report 
original  observations,  including  series  of 
eases  or  individual  ease  reports. 

The  Journal  also  welcomes  timely  review  arti- 
cles by  institution-based  physicians.  However,  it 


is  the  philosophy  of  the  liditorial  Bo:ud  that  state 
medical  Journals  do  not  represent  an  appropriate 
forum  for  research  findings  of  a specialized 
nature.  Such  findings,  it  is  felt,  belong  in  national 
or  regional  specialty  or  subspecialty  journals. 
Articles  by  institution-based  physicians  should 
serve  the  information  needs  oi' a general  physician 
readership.  Articles  dealing  with  social,  econom- 
ic, and  ethical  issues  are  strongly  encouraged. 
Historical  or  philosophical  essays  are  also  wel- 
comed, although  these  are  given  lower  priority 
compared  to  the  above  categories. 

On  account  of  both  space  limitations  and 
also  our  desire  to  encourage  scholarship  by  as 
many  South  Carolina  physicians  as  possible, 
it  is  our  policy  to  decline  publication  of  more 
than  two  (2)  manuscripts  by  one  author  or 
group  of  authors  within  any  calendar  year  or 
1 2-month  period. 

REVIEWING  AND  RESPONSIBILITY 
TO  READERSHIP;  We  will  make  every 
effort  to  review  manuscripts  promptly.  All 
manuscripts  will  be  reviewed  by  our  editorial 
office,  and  when  indicated  the  opinions  of 
outside  consultants  will  be  solicited. 

We  welcome  criticisms  of  journal  content 
by  members  of  the  South  Carolina  Medical 
Association. 

FINANCIAL  DISCLOSURE:  Upon  accep 
tance  of  manuscripts  for  publication,  we 
require  disclosure  of  financial  interest  in 
pharmaceutical  firms  or  other  business  enter- 

TYPES  OF  ARTICLES  ESPECIALLY 
WELCOMED  FOR  CONSIDERATION 

1.  Original  scientific  observations  (including 
case  reports)  made  by  practicing  physicians. 

2.  Concise,  timely  review  articles  (see  “Priority 
for  Publication”). 

3.  Articles  pertaining  to  current  social,  econom- 
ic, and/or  ethical  issues  affecting  the  practice 
of  medicine. 

4.  Information  uniquely  pertinent  to  the  health 
care  of  South  Carolinians. 
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prises  when  such  diselosure  seems  to  be 
appropriate  to  the  editor  or  to  members  of  the 
Editorial  Board. 

REPRINTS:  These  will  be  made  available 
by  the  printer  at  established  rates,  at  the  time 
of  mailing  of  galley  proofs. 

LENCEPH  OE  ARTICLES:  We  prefer  con- 
cise articles  of  approximately  2,500  words 
(approximately  eight  typewritten  pages,  dou- 
ble spaced),  with  no  more  than  10  references. 

We  regret  that  space  considerations  limit 
our  ability  to  publish  longer  articles,  and 
request  that  authors  adhere  to  the  above 
guidelines.  Similarly,  tables  and  illustrations 
(see  below),  should  be  kept  to  a minimum, 
and  be  specific  and  pertinent. 

Authors  desiring  to  make  additional  data  or 
additional  references  available  to  readers  are 
encouraged  to  do  so  by  adding  footnotes  to 
the  effect  that  “additional  references  (or 
tables  derived  from  this  data  base,  etc.)  are 
available  from  the  author! s)  upon  request.” 

MANUSCRIPTS:  If  available,  these  should 
be  furnished  on  a 3 1/2"  disk,  with  two  type- 
written hard  copies.  Otherwise,  they  should 
be  typewritten,  double-spaced,  and  on  one 
side  of  the  paper.  The  original  and  one  copy 
should  be  submitted.  The  title  page  should 
indicate  the  title,  author! s),  author’s  address, 
and  academic  appointments,  if  any.  We 
request  that  the  author's  name  not  appear  on 
subsequent  pages,  to  permit  “blind”  review  of 
the  article,  when  desired.  Authors  should 
retain  one  copy  for  use  in  proofing.  Written 
correspondence  concerning  proposed  ! poten- 
tial) manuscripts  is  welcomed. 

ILLUSTRATIONS:  These  should  be  sub- 
mitted as  glossy,  black  and  white  prints  no 
larger  than  a standard  page;  smaller  prints  are 
desired.  Ordinarily,  publication  of  four  small 
illustrations  or  tables,  or  the  equivalent,  will 
be  paid  for  by  The  Journal.  Any  number 
beyond  this  must  be  paid  for  by  the  author 
except  under  unusual  conditions.  Illustrations 
should  not  be  mounted,  stapled,  or  clipped. 


On  the  back  side  of  each  illustration,  the  arti- 
cle title,  figure  number,  and  top  of  figure  !but 
not  the  author)  should  be  noted  lightly  in  pen- 
cil. Legends  for  illustrations  should  be  typed 
on  a separate  sheet  of  paper. 

ROE  FOUNDATION  AWARDS 

Through  a gift  by  the  Roe  Foundation,  a Thomas 
A.  and  Shirley  W.  Roe  award  of  $3,000  has  been 
given  each  year  since  1985.  The  award  is  given  on 
alternate  years  to  a practicing  physician  or  to  an 
institiition-based  physician. 

All  manuscripts  submitted  by  South  Carolina 
physicians  will  be  considered  for  the  award.  Thus, 
manuscripts  should  not  be  submitted  specifically 
for  this  award;  rather  they  should  adhere  to  our  pri- 
orities for  publication.  On  alternate  years,  all  arti- 
cles published  during  the  previous  two  years  by 
either  practicing  physicians  or  by  institution-based 
physicians  are  reviewed  and  judged  by  our  Editori- 
al Board.  The  board  may  consult,  when  appropri- 
ate, with  outside  referees  prior  to  rendering  its 
decision. 

Presentation  of  the  award  is  made  before  the 
House  of  Delegates  at  the  annual  meeting  of  the 
South  Carolina  Medical  Association. 


REEERENCES:  These  should  be  cited  con- 
secutively in  the  text,  in  superscript,  e.g., 
“Bottsford,  et  al.’ ...”  We  recommend  no  more 
than  10  references,  selected  from  more  recent 
publications  in  accessible  journals  in  most 
instances.  Standard  Journal  abbreviations 
should  be  used,  with  the  style  for  journal  arti- 
cle being  as  follows: 

’ Bottsford  JE,  Bearden  RC.  Bottsford  JG;  A ten  year 
community  hospital  experience  with  abdominal  aorta 
aneurysms.  J SC  Med  Assoc  79:57-62,  1983. 

SYMPOSIUM  ISSUES:  We  welcome  pro- 
posals for  special  symposium  issues.  Guide- 
lines for  Guest  Editors  of  symposium  issues 
are  available  from  The  Journal  office. 

MATERIAL  EOR  COVER:  The  illustra 
tions  for  the  cover  of  The  Journal  are  selected 
by  the  Curator  of  the  Waring  Historical 
Library,  Charleston,  S.C.  The  Journal  wel- 
comes suggestions  and  illustrations  for  the 
cover.  Such  suggestions  should  be  sent  to  the 
editorial  office. 
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CHANGE  THE  PACE 
OF  YOUR  PRACTICE 


Looking  for  a change  of  pace?  Rx  - the  Naval  Reserve  requires  only  a few  hours  a month  at 
your  convenience,  plus  two  weeks  of  specialized  duty  each  year. 

Combine  three  careers  into  one  - civilian  physician,  Navy  physician,  and  Naval  Reserve  officer. 
Experience  a variety  of  duties.  Exciting  assignments.  Excellent  benefits. 

You’ll  enjoy  the  status  and  prestige  of  being  a Naval  Reserve  officer  while  working  in  a practice 
that  will  help  you  keep  up  with  the  medical  technology  of  tomorrow. 

Call  today;  1-800-443-6419 


NAVAL  RESERVE 

You  and  'Hk  Naval  Reserve.  Full  speed  ahead. 

"Despite  what  you  may  have  heard  about  the  military  getting  smaller,  the  Naval  Reserve  still  has  many  jobs  for  healthcare 

professionals." 


Whenever  Rissible, 
Take  Unfeir  Advantage. 


The  Lexus  GS.  Starting  at  $40,370* 


The  GS  not  onlv  rides  smoother**  and  corners  better**  than  the  BM\^  540i.  but  it  can  beat  its  ])rice 
bv  tbousands  of  dollars.  All  of  w’hich  conforms  nicely  with 
the  age-old  business  axiom:  Never  give  the  other  guy  a chance.  Your  Lexus  Dealer.  Pursuing  Perfection. 


LEXUS  OF  CHARLESTON  7519  Rivers  Ave.  l803)  863-5400 
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optional  eiitiipnirni  Actual  dealer  priie  mas  lorv  ' *AMCI  rertified  tests  of  ride  comfort  over  bumps  and  cornering  performance  < 9.3  Lexus  GS.  94  HMtt  S40ii 


I 


i 


Thornton  & Thorne  give  the  medical  community  something  to  think  about  this  month. 


UPDATE  ON  DISABILITY  INSURANCE  FOR  PHYSICIANS 

The  disability  insurance  products  available  to  physicians  are  changing.  Many  changes 
have  occurred  in  the  90's,  and  many  more  will  occur  in  the  next  few  years.  The 
products  available  to  you  to  protect  your  income  in  January,  1996  may  bear  little 
resemblance  to  those  available  today. 

Unfortunately,  these  changes  will  not  be  for  the  better.  You  can  expect  companies 
to  further  increase  premiums,  offer  shorter  benefit  periods,  restrict  benefits  for  mental  or 
emotional  claims,  and  revert  to  gender  based  pricing. 

Both  health  and  financial  underwriting  will  continue  to  get  tighter.  Certain  medical 
specialties  will  be  designated  as  undesirable  due  to  adverse  claims  experience.  While 
you  won't  see  these  specialties  publicly  identified,  agents  will  be  discouraged  from 
seeking  their  business. 

These  changes  will  occur  because  the  insurance  companies  are  NOT  MAKING  A 
PROFIT  on  disability  insurance.  The  number  of  companies  writing  disability  insurance 
has  shrunk  dramatically.  Companies  leave  markets  which  are  unprofitable. 

HOW  DO  WE  KNOW  THESE  CHANGES  WILL  OCCUR? 

Because  they  are  already  happeningl  There  are  only  a dozen  or  so  companies  that 
are  real  players  in  disability  insurance  and  about  half  of  these  dominate  the  market. 
Once  a practice  is  instituted  by  a few  of  the  leaders,  the  rest  of  the  companies  are 
forced  to  follow.  It's  easy  to  predict  that  the  pace  and  number  of  changes  will 
accelerate. 


One  change  that  has  yet  to  happen,  but  we  think  will  happen,  is  the  introduction  of 
guaranteed  renewable  policies  hr  physicians.  Most  policies  on  physicians  currently  are 
non-cancelable  (these  policies  have  premiums  which  cannot  be  increased).  The 
premiums  for  guaranteed  renewable  policies  can  be  adjusted  as  experience  dictates.. 

While  guaranteed  renewable  policies  are  available  now,  they  are  usually  not 
purchased  by  physicians.  The  long  term  significance  of  this  is  that  the  time  may  come, 
in  the  not  too  distant  future,  when  you  cannot  purchase  a policy  with  guaranteed 
premiums. 

GENDER  BASED  PRICING 

One  major  company  recently  introduced  a new  policy  series  which  features  sex  distinct 
premiums.  The  effect  is  that  premiums  for  females  are  increased  substantially.  At 
certain  ages,  premiums  for  females  went  up  by  90%.  Female  physicians  should 
obtain  coverage  before  this  practice  spreads  through  the  industry. 

RECOMMENDATION 

What  should  you  do  about  all  of  this?  In  the  January,  1992  article,  we  made  the 
following  recommendation: 

"...purchase  as  much  individual,  non-canceiable  insurance  as  you  can  get 
because  the  premium  can  never  be  changed  nor  any  restriction  put  on  the  policy 
regardless  of  what  happens  in  the  future". 

"You  will  not  be  healthier  in  the  future  than  you  are  today.  The  rates  will  not  be 
as  low  in  the  future  as  they  are  today.  The  policies  will  not  be  as  good  in  the 
future  as  they  are  today.  There  is  no  reason  to  wait.  ACT  NOW." 

This  recommendation  is  even  more  appropriate  today  than  it  was  in  1992.  SCMA 
members  get  a 25%  discount  on  disability  policies  from  Connecticut  Mutual.  This 
contract  has  not  been  changed  since  late  1992.  It's  the  best  buy  In  the  industry  for 
SC  physicians. 


Views  expressed  herein  are  those  of  the  authors  only  and  in  no  way  represent  the  SCMA.  We  do  not  give  tax  advice.  Only  your 
attorney  and  accountant  are  qualified  to  do  so. 


Carolina  Physicians 
Advisory  Service 


Billy  M.  Thornton 
John  T.  Thorne 


Seri’i}2g  the  members  of  the  South  Caroliiiu  Medical  Community. 
P.O.  Box  688  • Columbia,  SC  29202  • (803)  254-0002  • Fax  (803)  765-2403 


1 -800-742-3669 


CONFLUENCE  1993-1994 


Each  year  the  American  Medical  Association  Alliance  conducts  two  Leadership  Conlluences 
for  state  and  county  presidents-elect.  The  continences  eonvened  in  Chicago,  Illinois,  in  October 
1993  and  January  1994. 

Ten  county  presidents-elect  and  the  SCMAA  president-elect  attended  these  meetings  where 
leadership  skills  were  presented  in  various  workshops.  Some  of  these  workshops  were 
“Parliamentary  Procedures,"  “Marketing  Membership,"  and  “Effective  Speaking  and  Speech 
Writing."  Also  offered  were  seminars  on  time  management  and  motivating  leaders  and 
volunteers. 

In  following  the  purpose  of  the  national  allianee  emphasis  of  health  promotions,  the 
confluences  addressed  the  issues  of  teen  health  and  child  abuse  prevention  and  intervention.  “TV 
Violence,"  “Teen  Violence,”  and  a stage  presentation  on  AIDS,  teen  pregnancy  and  STDs  were 
informative  workshops  participants  attended. 

Ideas  and  materials  were  shared  by  all  states  attending  during  the  “Idea  Fair”  and  “Exhibit 
Walk.”  The  SC  delegation  displayed  an  exhibit  of  the  SCMAA  and  its  county  programs.  Many 
confluence  attendees  visited  the  exhibit  and  learned  of  SC’s  multiple  activities. 

All  continence  attendees  were  also  greatly  informed  of  the  president's  health  care  reform 
program.  Multiple  question  and  answer  sessions  were  held,  with  still  many  unanswered 
questions. 

Contluenees  are  informative,  hectie,  fun  and  entertaining,  with  interaction  between  county, 
state  and  national  leaders  continual  and  wonderful. 

Confluence  - superb  leadership  training! 


Donna  Abercrombie  (Mrs.  Stoney  A.) 
President-eleet 
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PHYSICIAN  ri:c()(;nh  i()n  awards 


riic  Ibl lowing  SC'MA  physicians  arc  recent  recipients  ol'  the  AMA’s  l^hysician  Recognition 
Award.  Tliis  award  is  official  documentation  of  Continuing  Medical  Hducalion  hours  earned. 


Robert  B.  Bass,  M.  I), 
flareshehandra  T.  Baxi,  M.  D. 
Bonce  I).  Bullard,  M.  D. 
Steven  M.  Callihan,  M.  D. 
Martin  F.  Carmichael,  M.  D. 
Belton  D.  Caughman,  M.  D. 
Fletcher  C.  Derriek,  M.  D. 

Karen  A.  Devore,  M.  D. 
Alexander  G.  Donald,  M.  D. 
William  E.  Dukes,  M.  D. 
Clay  W.  Evatt,  M.  D. 

John  H.  Hanna,  M.  D. 
William  H.  Hester,  M.  D. 
Myron  G.  Howie,  M.  D. 

Jan  K.  Hull,  M.  D. 
Ronald  G.  Jowers,  M.  D. 
Henry  A.  Langston,  M.  D. 
Theodore  W.  Law,  M.  D. 
Myron  H.  Lutz,  M.  D. 
Allan  R.  MacDonald,  M.  D. 
Howard  Mandell,  M.  D. 

Basil  Manly,  M.  D. 
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liability  coverage  for  doctors.  In  fact,  we 
pioneered  the  concept  of  professional 
protection  in  1899  and  have  been  providing 
this  important  service  exclusively  to  doctors 
ever  since. 


You  can  be  sure  we’ll  always  offer  the  most 
complete  professional  liability  coverage  you 
can  carry.  Plus  the  personal  attention  and 
claims  prevention  assistance  you  deserve. 

For  more  information  about  Medical 
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We  couldn’t  be  happier  with  CompuSystems’  Medical  Insuranc 


Processing  and  Billing  system.” 


Stanmore  E.  Reed,  M.D.,  OB/GYN  Associates,  Columbia, 


Features  that  can’t  be  beat 

“When  we  first  began  automating  our 
practice,  we  hired  a consultant  to  help  us 
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CompuSystems’  Medical  Insurance 
Processing  and  Billing  System  won 
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M Features  to  ma.ximize  return, 
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Wpi-rvpL  care  after  discharge,  doctors 

count  on  INTERIM  HEALTH- 
CARE. services.  As  one  of  the  nation’s  oldest  and 
largest  providers  of  qualified  specialists, 
INTERIM  HEALTHCARE , 
services  represent  a complete  ImwA 
range  of  professional  nursing  h Tal  t 
and  technical  disciplines.  Erom 

home  care  to  long-  and  short-  Formerly  Medical 


term  office  staffing,  we  offer  the  total  flexi- 
bility to  satisfy  every  level  of  care.  JCAHO 
accreditation  and  an  extensive  qualifications 
and  screening  process  reflect  our  commitment 
to  stringent  standards.  When  your  patients 

are  counting  on  you,  count  on 
the  INTERIM  HEALTHCARE  , 
team  to  make  house  calls. 
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Let  us  help  you  manage  your  office,  so  you  can 
help  your  patients. 
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• Offers  advanced  features  for  medical 
records,  collections  and  lab  system 
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• And  much  more! 
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patients  expert  medical  care  and  efficiently 
managing  your  office.  Why  should  you  have  to 
woiTy  about  both?  Call  in  the  perfect  business 
partner  — Companion  Technologies. 


PAID  IV  Plus,  our  private  label  version  of  the 
popular  Medical  Manager^  office  automation 
system,  is  the  only  system  you  need.  It: 


• Helps  manage  your  practice,  from 
scheduling  appointments  to  maintain- 
ing detailed  patient  notes 


Companion  Technologies  has  electronically 
paved  the  way  for  improved  office  efficiency 
since  the  1960s  and  now  has  more  than  2,500 
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Medical  ♦ Surgical  ♦ Laboratory  ♦ Diagnostic 
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J.  Kent  Whitehead  Hick  E.  Watkins  Scott  Smith 

South  Carolina  Salesmen  Serving  You 


Winchester  Home  Healthcare 

Medical  Supplies  And  Equipment  For  Your  Patients  At  Home 
Charlotte,  North  Carolina  704/332-1217 


CHANGE  THE  PACE 
OF  YOUR  PRACTICE 


Looking  for  a change  of  pace?  Rx  - the  Naval  Reserve  requires  only  a few  hours  a month  at 
your  convenience,  plus  two  weeks  of  specialized  duty  each  year. 

Combine  three  careers  into  one  - civilian  physician,  Navy  physician,  and  Naval  Reserve  officer. 
Experience  a variety  of  duties.  Exciting  assignments.  Excellent  benefits. 

You’ll  enjoy  the  status  and  prestige  of  being  a Naval  Reserve  officer  while  working  in  a practice 
that  will  help  you  keep  up  with  the  medical  technology  of  tomorrow. 

Call  today:  1-800-443-6419 


NAVAL  RESERVE 

You  and  'Hk  Naval  Reserve.  Full  speed  ahead. 

"Despite  what  you  may  have  heard  about  the  military  getting  smaller,  the  Naval  Reserve  still  has  many  jobs  for  healthcare 

professionals." 
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ONCE  LOST,  GONE  EOREVER 

With  only  several  more  months  left  until  to  our  Annual  Meeting  I would  like  to  use  this 
President’s  Page  to  recommend  the  editorial  regarding  time  management  in  this  issue  of 
The  Jounuil.  Finding  adequate  time  to  meet  the  responsibilities  of  the  presidency  of  the 
SCMA,  a busy  practice  and  family  has  been  my  major  difficulty  this  past  year.  All  of  us, 
in  our  own  situation,  have  similar  difficulties  and  our  quality  of  life  would  certainly 
improve  if  we  adopted  an  approved  mechanism  for  more  efficient  time  management. 

As  our  environment  and  profession  become  more  sophisticated,  we  will  have  to 
improve  our  skills  for  efficient  time  utilization.  We  must  be  knowledgeable  enough  to 
promote  these  same  qualities  in  our  support  personnel,  both  professional  and  personal, 
through  both  instruction  and  example. 

Time  is  the  one  resource  which,  once  lost,  can  never  be  replaced  or  recaptured.  Though 
finite,  it  is  our  most  precious  commodity  and  must  be  treasured  and  utilized  wisely.  My 
New  Year’s  resolution  for  1994  was  to  find  one  more  hour  of  productive  time  each  day. 
My  regret  is  that  I didn’t  make  this  resolution  20  years  ago.  Although  I haven’t  consis- 
tently reached  my  goal  as  yet.  Dr.  Bryan’s  editorial  will  certainly  provide  some  tools 
which  will  prove  most  helpful. 


Edward  W.  Catalano,  M.  D. 
President 


February  1994 
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SURVIVAL  OF  ALZHEIMER’S  DISEASE 
PATIENTS  WITH  REGARD  TO  PATTERN 
OF  CARE  IN  SOUTH  CAROLINA,  1988-1993^ 

YOUJIE  HUANG,  M.  D.,  M.  R H. 

CAROLINE  A.  MACERA,  PH.  D.** 

CAROL  B.  CORNMAN,  B.  S.,  R A. 

DOROTHY  R.  DAVIS,  B.  A. 

WILLIAM  K.  SCOTT,  M.  S.  R H. 

LINDA  NELL,  B.  S. 


Alzheimer’s  disease  (AD)  reduces  life 
expectancy'”  and  is  one  of  the  leading  causes 
of  death  in  the  population  aged  65  or  over.’  A 
number  of  studies  have  explored  the  factors 
affecting  the  survival  time  of  AD  patients. 
Some  studies  found  that  sex,"  education,"* 
social  class,”  age  at  onset,''^  physical  disease,’ 
and  severity  of  AD’’^  may  relate  to  survival. 
Others  disprove  the  relationship  of  sex,  age  at 
onset,  and  education  to  AD  survival  time.  AD 
is  one  of  the  disorders  in  which  the  prognoses 
will  depend  not  only  on  the  patient’s  demo- 
graphic and  clinical  characteristics,  but  also 
on  the  care  they  received.  As  the  disease  pro- 
gresses, the  AD  patient  becomes  more  and 
more  dependent  on  the  assistance  of  a care- 
giver. A reasonable  supposition  is  that  the 


*From  the  Statewide  Alzheimer’s  Disease  and  Related 
Disorders  Registry,  School  of  Public  Health,  University 
of  South  Carolina,  Columbia. 

**Address  correspondence  to  Dr.  Macera  at  the  School 
of  Public  Health,  University  of  South  Carolina, 
Columbia.  SC  29208. 


caregiver  helps  the  patient  perform  daily 
activities  and  prevents  or  promptly  treats  other 
physical  disease,  thereby  prolonging  the 
patient’s  life.  Little  is  known  from  previous 
studies  about  the  relationship  between  the  pat- 
tern of  patient  care  and  the  length  of  survival. 

The  purpose  of  this  study  is  to  determine  if 
the  variation  in  a patient’s  longevity  is  related 
to  the  care  offered  to  that  patient  either  at 
home  or  in  an  institution. 

METHODS 

This  study  was  based  on  patients  who  were 
reported  to  the  South  Carolina  Statewide 
Alzheimer’s  Disease  and  Related  Disorders 
Registry  and  who  died  between  1988  and 
1993.  Patients  were  followed  after  they  were 
reported  to  the  registry  until  the  date  they 
died.  Patients  were  excluded  if  the  dates  of 
disease  onset,  diagnosis,  or  death  were  not 
available  in  their  medical  records.  The  proce- 
dure for  data  collection  has  been  previously 
reported.’* 
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'File  subjects  included  in  the  current  analysis 
were  those  patients  diagnosed  with  senile 
dementia  (ICI)-yCM  code  290.0),  presenilc 
dementia  (290.1-290.13).  senile  dementia 
with  tielusion/tleprcssi ve  Feature  (290.2- 
290.21),  senile  dementia  with  delirium 
(290.3),  other  specified  senile  psychotic  con- 
dition (290.8),  unspecified  senile  psychotic 
condition  (290.9),  or  Alzheimer’s  disease 
(331.0). 

The  survival  time  of  AD  patients  was  mea- 
sured in  years  from  diagnosis  to  death,  and 
from  disease  onset  (the  first  noticed  symp- 
toms) to  death. 

All  the  patients  were  classified  into  three 
groups  according  to  the  pattern  of  care  they 
received.  The  groups  were:  those  who  lived 
in  the  community  without  a caregiver;  those 
who  lived  in  the  community  with  a caregiver; 
and  those  who  lived  in  facilities,  such  as  psy- 
chiatric hospitals,  long-term  care  facilities, 
private  nursing  homes,  and  institutions  of 
mental  disease. 

Included  in  the  survival  analysis  were  the 
patients’  sex,  age  at  onset,  and  education,  as 
well  as  the  length  of  time  from  onset  to  diag- 
nosis of  AD,  the  number  of  physical  diseases, 
and  the  presence  of  hypertension  (401-404), 
circulatory  diseases  other  than  hypertension 
(390-398,  410-459),  infectious  diseases  and 
pneumonia  (001-139,  480-486),  and  diabetes 
mellitus  (250). 

Two  tests  were  performed  using  the  patients 
without  caregivers  as  a reference  group.  This 
group  was  first  compared  to  the  patients  in  the 
community  with  caregivers,  and  then  com- 
pared to  those  patients  who  were  institutional- 
ized. To  compare  the  means  of  continuous 
variables,  an  unpaired  two-tailed  t-test  was 
used;  to  test  the  proportions  of  categorical 
variables,  a chi-.square  analysis  was  performed. 
Survival  time  was  analyzed  by  the  life  table 
method.  The  effects  of  the  pattern  of  care  and 
other  factors  on  survival  were  assessed  by  pro- 
portional hazards  regression  analysis. 

RESULTS 

From  January  1,  1988,  to  June  30.  1993,  772 


deaths  among  AD  Registry  patients  were 
reported.  Among  those  who  died,  35.2  per- 
cent were  male  and  64.8  percent  were  female, 
6.5  percent  lived  in  the  community  without 
caregivers,  21.5  percent  lived  in  the  commu- 
nity with  caregivers,  and  72.0  percent  lived  in 
institutions  (Table  1 ). 

I4)r  all  the  patients,  there  was  no  statistical- 
ly significant  difference  in  survival  time  by 
education  level,  nor  was  there  a difference  by 
age  at  onset  for  men.  For  women,  those  in 
institutions  had  an  older  age  of  onset  than 
those  in  the  community  without  caregivers. 
The  patients  who  lived  in  institutions  sur- 
vived longer  from  onset  to  death  than  those 
who  lived  in  the  community,  either  with  or 
without  caregivers.  Among  the  patients  who 
lived  in  the  community,  the  women  who  lived 
with  caregivers  survived  longer  from  onset  to 
death  and  from  diagnosis  to  death  than  the 
women  who  lived  alone.  The  women  who 
lived  with  caregivers  did  have  a longer  time 
from  onset  to  diagnosis  and  more  physical 
diseases — including  circulatory  diseases — 
than  the  women  who  lived  alone.  No  signifi- 
cant survival  time  difference  was  found 
between  men  who  lived  in  the  community, 
either  with  or  without  caregivers. 

There  were  significant  differences  in  sur- 
vival among  patients  with  different  patterns 
of  care  when  we  compared  either  the  mean 
survival  time  or  the  probability  of  survival, 
either  from  symptom  onset  to  death  or  from 
diagnosis  to  death  among  the  three  groups 
(Figure  1).  The  probability  of  survival 
declined  most  rapidly  for  the  patients  who 
lived  in  the  community  without  caregivers, 
while  the  patients  who  lived  in  institutions 
had  the  most  favorable  survival  rate.  Of  the 
patients  who  lived  in  the  community  without 
caregivers,  about  one-half  died  two  years 
after  onset.  Of  those  who  lived  in  the  commu- 
nity with  caregivers,  about  one-half  died  four 
years  after  onset.  Of  those  who  lived  in  insti- 
tutions, about  one-half  died  six  years  after 
onset. 

Cox  proportional  hazards  models  for  sur- 
vival time  from  diagnosis  to  death  were  con- 
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TABLE  1.  CHARACTERISTICS  OF  722  AD  PATIENTS 


Patients  in  community 

Patients 

Without 

With 

in 

facilities 

Caregiver 

Caregiver 

Male 

(N=17) 

(N=74) 

(N=181) 

Education 

Less  than  high  school  (%) 

86(12/14) 

70(47/67) 

67  (118/175) 

Age  at  onset  ( Yr) 

77.6 

74.0 

74.9 

No.  of  physical  diseases 

1.4 

1.7 

2.2 

Diabetes  (%) 

0 

9.5 

8.8 

Hypertension  (%) 

17.7 

24.3 

22.7 

Circulatory  disease  (%) 

23.5 

41.9 

55.8  * + 

Injury  and  poison  (%) 

23.5 

4.1 

3.3 

Infect,  disease  (%) 

20.0 

5.4 

8.4 

Onset  to  diagnosis  (Yr) 

1.9 

2.7 

3.0 

Onset  to  death  ( Yr) 

3.6 

4.7 

6.0* 

Diagnosis  to  death  (Yr) 

1.7 

2.0 

3.0*  + 

Female 

(N=33) 

(N=92) 

(N=325) 

Education 

Less  than  high  school  (%) 

65  (17/26) 

53  (41/78) 

57  (177/311) 

Age  at  onset  (Yr) 

73.5 

143 

75.2  * 

No.  of  physical  diseases 

1.1 

2.6  * 

2.2  * 

Diabetes  (%) 

9.1 

15.2 

16.6 

Hypertension  (%) 

30.3 

38.0 

22.2  + 

Circulatory  disease  (%) 

21.2 

52.2  * 

49.6  * 

Injury  and  poison  (%) 

3.0 

1.1 

3.4 

Infect,  disease  (%) 

6.1 

2.2 

5.5 

Onset  to  diagnosis  (Yr) 

1.3 

3.5  * 

3.7  * 

Onset  to  death  (Yr) 

3.3 

7.1  * 

8.3  * 

Diagnosis  to  death  (Yr) 

2.0 

3.6  * 

4.6  * + 

* P<0.05,  when  compared  with  the  patients  in 

the  community  without  caregivers. 

+ P<0.05,  when  compared  with  the  patients  in 

the  community  with  caregivers. 

structed  using  a stepwise  procedure  (Table  2). 
The  final  model  shows  that  the  number  of 
physical  diseases,  infectious  disease  and 
pneumonia,  injury  and  poison  were  not  asso- 
ciated with  survival  time  from  diagnosis  to 
death.  After  controlling  for  sex,  duration  from 
onset  to  diagnosis,  age  at  onset,  education 
level,  diabetes  mellitus  and  circulatory  dis- 
eases, the  risk  of  death  was  0.588  for  the 
patients  living  in  the  community  with  care- 
givers, compared  to  the  patients  who  lived  in 
the  community  without  caregivers.  Risk  of 
death  was  0.419  for  the  patients  living  in 
institutions,  compared  to  the  patients  living  in 
the  community  without  caregivers. 

Clearly,  having  a certain  kind  of  care — 
either  living  in  the  community  with  care- 
givers or  living  in  institutions — is  a very 


Fig.  1.  Survival  rates  in  AD  patients 
(from  diagnosis  to  death) 


Year 


strong  protective  factor  for  survival  of  AD 
patients.  And  the  more  formal  that  care  is,  the 
longer  the  survival  time  will  be. 
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TAHLK  2.  FACTORS  ASSOCTATKI)  WITH  SURVIVAL 
FROM  i)ia(;nosis  of  AI)  PAITKNTS 

Factors 

Risk  Ratio 

95%  Cl 

Fallern  of  care 

In  community  without  caregiver 

1 .()()() 

In  comnumity  with  caregiver 

0.629 

0.455,0.87 1 

In  the  institution 

0.472 

0.349,0.639 

Age  at  onset 

1 .044 

1.0.34,1.053 

Sex 

h’eniale 

1.000 

Male 

1 .9 1 3 

1 .629,2.246 

Education 

Less  than  high  school 

1.21 1 

1.070,1.370 

High  school  or  above 

1.000 

Duration  from  onset  to  diagnosis 

1 .035 

1.015,1.055 

Diseases  other  than  AD 

Diabetes  mellitus 

1.517 

1.213.1.899 

Hypertension 

1.201 

1.008,1.430 

Circulatory  disease 

0.795 

0.682.0.926 

DISCUSSION 

In  this  study  we  used  population-based  data  to 
assess  the  role  of  care  on  the  survival  of  AD 
patients.  Survival  time  from  either  onset  or 
diagnosis  was  found  to  be  longer  among  those 
patients  who  received  care  either  in  the  com- 
munity or  in  institutions,  compared  to  the  sur- 
vival time  of  the  patients  who  lived  by  them- 
selves. The  professional  health  care  provided 
in  the  institutions  was  associated  with  the 
longest  survival  time  among  the  three  groups. 

To  assess  the  effect  of  patient  characteris- 
tics on  survival,  several  variables — including 
sex,  age  at  onset,  education  level,  time  from 
onset  to  diagnosis,  and  number  of  physical 
diseases — were  compared  among  the  three 
groups  using  a multivariate  proportional  haz- 
ards model. 

The  number  of  diseases  did  not  relate  to  the 
survival  time  in  our  sample.  Though  the 
female  patients  who  lived  in  institutions  or 
with  caregivers  had  more  physical  diseases 
than  the  women  who  lived  alone,  their  sur- 
vival time  was  longer.  Also,  even  though 
more  men  who  lived  in  institutions  had  a 
diagnosis  of  circulatory  disease,  they  lived 
longer  from  onset  or  from  AD  diagnosis  than 
men  who  lived  by  themselves.  Having  more 


physical  disea.ses  in  the  patients  in  institutions 
might,  as  Hier  et  al.^ pointed  out,  simply 
rellect  more  opportunities  for  those  patients 
to  be  evaluated  and  diagnosed. 

Age  at  onset  as  a factor  related  to  survival 
in  the  AD  patients  is  a point  of  controversy  in 
previous  studies.  Burns  et  al.^  found  that  the 
age  at  onset  was  inversely  associated  with 
survival  time  in  AD  patients.  Diesfeldt  et  al.,^ 
however,  found  an  opposite  result:  the 
younger  the  age  at  onset,  the  worse  the  prog- 
noses. Still  other  researchers  claimed  that  age 
at  onset  was  not  associated  with  survival.’'* 

In  this  study,  we  focused  on  the  survival 
time  from  diagnosis  to  death,  rather  than  mor- 
tality rate,  as  the  outcome.  We  found  that 
older  age  at  onset  was  strongly  associated 
with  shorter  survival  time  from  onset  or  from 
diagnosis. 

One  possible  limitation  of  this  study  is  that 
severity  of  dementia  was  not  included  in  the 
multivariate  analysis.  Unfortunately,  the 
scores  of  the  mini-mental  status  exam  were 
available  for  only  about  one-third  of  the 
patients,  and  no  other  quantitative  measure- 
ment of  dementia  was  available  in  the  origi- 
nal data.  Some  previous  studies  suggested 
that  the  majority  of  outpatients  had  relatively 
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mild  disorders,  while  those  who  lived  in  the 
hospitals  were  severely  demented.''  If  this  is 
true,  then  the  patients  who  lived  in  the  com- 
munity should  have  had  a better  prognosis 
than  the  patients  living  in  hospitals.  The 
importance  of  care  to  AD  patients  is  further 
demonstrated  because  we  found  that  patients 
in  institutions  lived  longer  than  patients  who 
lived  at  home  when  the  patterns  of  care  were 
taken  into  account. 

Like  Hier  et  al.L  who  found  less  than  eight 
years  of  education  as  a risk  factor  of  multi- 
infarct dementia  patients,  we  also  found  in 
this  study  that  patients  with  lower  education 
(high  school  or  less)  had  a higher  hazard  of 
death.  The  possible  explanation  of  this  asso- 
ciation is,  as  Hier  claimed,  “...  either  adher- 
ence to  medical  regimens  or  access  to  sophis- 
ticated medical  care  is  associated  with  higher 
educational  attainment."  This  supports  our 
conclusion:  the  better  the  care,  the  longer  the 
survival. 

One  point  we  need  to  mention  is  that 
although  the  data  used  in  this  study  is  a 
statewide  population-based  registry,  bias 
might  exist  because  the  patients  reported  to 
the  registry  were  only  those  with  relatively 
severe  disorder  or  those  who  had  the  chance 
to  be  evaluated  by  doctors.  Eurther  study  is 
needed  to  examine  the  effect  of  care  on  the 
survival  of  all  the  AD  patients. 

SUMMARY 

The  length  of  time  from  diagnosis  of  AD  to 
death  was  compared  among  three  groups  of 
AD  patients  in  South  Carolina.  Each  group 
received  a different  pattern  of  care.  The  sur- 
vival time  from  diagnosis  to  death  was 
longest  among  those  who  lived  in  institutions 
(mean  three  years  for  men,  4.6  years  for 
women),  and  shortest  among  those  who  lived 
alone  in  the  community  (1.7  years  for  men. 


two  years  for  women).  The  longer  survival 
time  of  those  who  receive  care  (cither  in  the 
community  or  in  facilities)  suggests  that  per- 
sons with  AD  benefit  from  personal  attention 
to  health  needs.  Providing  additional  support 
to  family  members  of  those  with  AD  could 
help  patients  remain  in  the  community  longer, 
thus  maintaining  quality  of  life.  Eor  those 
who  have  no  support  in  the  community, 
efforts  should  be  made  to  increase  access  to 
facilities.  “1 
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A MALIGNANT  NASAL  POLYP 
A CLINICALLY  SURPRISING  PLASMACYTOMA 

LARRY  H.  PARROTT,  M.  D.* 


The  incidence  of  a clinically  benign  nasal 
polyp  being  malignant  is  low.'--’  The 
occurence  of  lymphomas  is  a rare  event,  and 
this  patient  had  a tumor  with  the  morphology 
most  resembling  a plasmacytoma. 

CLINICAL  AND  PATHOLOGICAL 
FINDINGS 

A 52-year-old  white  male  presented  to  the 
family  physician  with  inability  to  breathe 
from  the  left  nostril.  A benign  appearing 
polyp  of  the  left  nasal  septum  was  removed 
under  local  anesthesia.  The  clinical  diagnosis 
was  a granulomatous  polyp.  In  the  pathology 
department,  this  polyp  presented  as  a 1.5  cm 
flabby,  soft,  hyperemic  polyp. 

Microscopically,  there  is  a proliferation  of 
intermediate  size  non-cohesive  neoplastic 
cells.  The  neoplastic  cells  have  round  to  oval 
nuclei,  clumps  of  nuclear  chromatin,  and  fre- 
quent distinct  nucleoli.  Many  cells  have 
eccentric  nuclei  resembling  plasma  cells  (Fig- 
ures 1 and  2). 

Paraffin  immunoperoxidase  studies  show 
the  neoplastic  cells  bear  monotypic  IgA  and 
lambda  light  chain.  Some  neoplastic  cells 
also  have  faint  LN-1  positivity  (Golgi-i-). 
They  fail  to  mark  with  leukocyte  common 
antigen,  L-26,  UCHL-1,  L-60,  IgG,  Igm, 
kappa,  LeuM-1,  Ki-1,  Kp-1,  and  epithelial 
membrane  antigen.  Small  lymphoeytes  mark 
with  UCHL-1,  L-60,  and  some  with  L-26.’ 

The  final  pathological  diagnosis  was  a dys- 
plastic  plasmacytic  neoplasm  (extramedullary 
plasmacytoma).  The  differential  diagnosis 
might  include  an  immunoblastic  sarcoma  of  B- 
cell  type  (IBS-B).  Confirmatory  evidence  for 
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plasmacytoma  is  expression  of  IgA-lambda 
and  L-26  negative. 

Clinically,  the  patient  was  worked  up  for 
systemic  expression  of  multiple  myeloma 
which  was  negative.  This  included  CAT  scan 
and  bone  marrow  examination. 

Following  surgery,  local  radiation  was  given 
in  the  amount  of  5,000  rads.  No  complications 
were  encountered  during  this  procedure. 

The  above  patient  has  done  well  and  had  only 
some  dicing  of  the  nose  following  surgery. 

DISCUSSION 

The  occurence  of  extramedullary  plasmacy- 
toma in  the  head  and  neck  region  is  a fairly 
common  anatomic  site  for  etramedullary 
plasmacytoma  to  occur,  even  though  it  still 
represents  an  unusually  rare  diagnosis.’ 

The  differential  diagnosis  would  include 
reactive  plasmacytosis,  as  well  as  other  malig- 
nant disorders.  These  would  include  undifer- 
entiated  or  metastatic  carcinoma,  malignant 
melanoma,  olfactory  neuroblastoma,  Walden- 
strom's macroglobulinemia,  malignant  lym- 
phoma, and  granulocytic  sarcoma.’ 

Once  the  diagnosis  is  made,  the  next  clinical 
step  is  to  determine  whether  the  tumor  is  part 
of  a systemic  disease.  The  usual  tests  for  diag- 
nosis of  multiple  myeloma,  i.e.  Bence  Jones 
protein,  bone  manow  examination,  and  radio- 
logical study,  should  be  instituted  to  clarify  this 
issue.  Surgical  excision  of  a polyp,  as  was  this 
case,  appears  to  be  a curative  procedure.  The 
patient  is  asymptomatic  two  years  following 
surgeiy.  Radiation  has  been  used  with  success.’ 
The  prognosis  for  a lesion  in  the  above  case 
is  good.  With  any  solitary  tumor  of  plasma- 
cytic origin,  then  the  prognosis  always  is 
guarded,  as  at  some  point  in  time  the  patient 
may  develop  multiple  myeloma.® 
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small  cells  beneath  nasal  mucosa.  (100  \) 


SUMMARY 

In  conclusion,  this  is  a study  of  a 52-year-old 
white  male  who  had  the  removal  of  a benign 
appearing  nasal  polyp  with  the  surprising 
diagnosis  of  extramedullary  plasmacytoma. 
The  clinical  course  has  been  completely 
benign  since  surgery  for  over  two  years.  This 
should  alert  physicians  to  the  possibility  that 
benign  appearing  polyps,  on  rare  occasion, 
can  be  malignant,  and  particularly  those 
polyps  occuring  on  the  septum  should  be  care- 
fully investigated.  It  happened  that  this  patient 
had  a plasmacytoma,  and  a search  for  the 
presence  of  multiple  myeloma  is  wairanted.  D 

ADDENDUM 

Dr.  Robert  D.  Collins,  Hematopathologist, 
Vanderbilt  University  Medical  Center,  has 
kindly  stained  the  original  marrow  for 
immunoperoxidase  and  found  the  plasma 
cells  are  polytypic.  Conclusions  are  that  the 
marrow  is  a normocellular  marrow  and  nega- 
tive for  myeloma. 


Figure  2.  Section  of  monomorphic  small  oval  cells 
with  district  cytoplasm  and  by percliromatic 
pleomorphic  eccentric  nuclei.  One  mitosis  noted  in 
lower  Held.  (4(»0x) 
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RATIONALIZING  DECISIONS  FOR 
DIAGNOSTIC  TESTING 

F.  RICHARD  ERVIN,  M.  D„  M.  B.  A.* 


Current  discussions  of  health  care  often  focus 
on  tlie  economic  problem  of  allocating  limit- 
ed resources.  Such  debate  reveals  one  of  the 
downsides  of  modern  medical  technology  — 
the  high  cost  of  overuse  and  misuse  of  diag- 
nostic tests.  “The  preclinical  sciences  have 
their  greatest  utility  in  the  development  of 
diagnostic  or  therapeutic  approaches. .. [but | 
they  do  not  teach  doctors  how  to  use  them.”' 
Almost  a century  ago,  visionaries  predicted 
problems  with  the  application  of  basic  sci- 
ences and  technology  to  clinical  care,  noting 
that  “the  relation  which  it  should  bear  to  clin- 
ic practice  remains  to  be  satisfactorily 
defined.”' 

A cynical  view  maintains  that  over-reliance 
on  tests,  such  as  traditional  laboratory  and 
imaging  technology,  makes  modem  practition- 
ers superficial  diagnosticians.  Physicians  all  too 
frequently  forget  that  tests  only  measure  and  do 
not  describe;  they  hold  inaccurate  beliefs  in  the 
accuracy  and  validity  of  tests;  and  they  ignore 
the  limitations  of  interpretation  of  tests,  espe- 
cially regiu'ding  nonnality  in  a biologic  system. 
Sometimes  it  seems  that  “laboratory  medicine 
[is I increasing,  not  decreasing,  [the]  fallibility 
of  inadequate  physicians,  while  it  helps  the 
good  ones  only  to  a small  degree  in  their  prac- 
tice. Seeking  the  help  of  laboratory  medicine 
when  needed  is  admirable,  but  allowing  it  to 
displace  thinking  and  minimize  interaction  with 
the  patient  destroys  the  doctor-patient  relation- 
ship...Today’s  physicians,  often  discouraged, 
dissuaded,  or  actually  prevented  from  maintain- 
ing a good  doctor-patient  relationship  by  the 
ascendancy  of  laboratory-based  medicine,  find 
themselves  unable  to  be  first-rate  physieians. 


*Address  correspondence  to  Dr.  Ervin  at  McLeod 
Regional  Medical  Center.  555  E.  Cheves  Street, 
Florence,  SC  29503. 


unfortunately  a fact  soon  discovered  by  their 
patients.”' 

Misuse  of  testing  occurs  through  the  irra- 
tional application  of  diagnostic  measures,  and 
such  indiscriminate  testing  falls  into  three 
categories.  The  first  category  is  the  use  of 
testing  on  asymptomatic  healthy  persons  to 
screen  for  uncommon  conditions.  The  second 
is  the  use  of  additional  tests  to  track  down 
irrelevant  or  false  positive  findings  or  to  pro- 
vide additional  therapies.  The  third  category 
is  the  clinical  use  of  tests  in  patients  with  dis- 
ease and  includes  the  testing  of  symptomatic 
patients  for  conditions  which  have  a low 
probability  of  being  present.^  Excessive  test- 
ing can  reduce  diagnostic  uncertainty,^  but 
such  misuse  can  have  a cascade  effect  on 
clinical  care^  and  may  cause  spiraling  empiri- 
cism in  therapy.^  In  addition,  misuse  may  pro- 
duce false  clues  and  avenues  of  investigation 
and  has  even  led  to  a diagnostic  syndrome  of 
“nondisease”  (“Meador’s  Syndrome”).*^ 

In  a nation  with  unlimited  resources,  indis- 
criminate testing  might  be  considered  harm- 
less, but  the  reality  of  constrained  resources 
requires  changing  to  more  discriminating 
behavior.  Physician  and  patient  demand  for 
testing  may  be  nothing  more  than  a futile 
exercise  in  persistence.  The  result  of  selective 
memory  of  notable  individual  cases  or  those 
that  escaped  detection  is  that  “many  other 
tests  are  routinely  ordered  on  persons  who  are 
unlikely  to  have  a relevant  abnormality.”^ 
Underlying  this  eiTor  is  the  blind  acceptance  of 
two  assumptions,  neither  of  which  is  coiTect. 

The  first  fallacy  is  that  early  detection  of 
disorders  is  beneficial  for  all  in  the  numera- 
tor. In  fact,  research  has  confirmed  the  value 
of  early  detection  of  disease  for  only  a limited 
number  of  conditions.  Also  false  is  the  belief 
that  routine  testing  is  not  harmful  to  those  in 
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the  denominator.  Besides  the  obvious  prob- 
lems of  inconvenience  and  discomfort,  mis- 
use of  testing  entails  real  risks,  including 
physical  side  effects  and  the  psychological 
effects  of  both  false  positive  and  false  nega- 
tive findings.  Other  risks  are  the  effects  of  the 
subsequent  cascade  of  testing  - physical  con- 
sequences and  lost  time  - and  the  economic 
allocation  effects  on  a health  care  system 
struggling  for  cost-effectiveness.^ 

Although  adverse  effects  can  occur  with 
any  testing,  the  perverse  effect  of  “true-false 
positive”  tests  is  particularly  damaging, 
because  the  Positive  Predictive  Value  (PPV) 
of  a test  is  directly  related  to  the  prevalence 
of  the  condition  in  any  tested  population. 
Unfortunately,  most  clinicians  believe  that  as 
long  as  a test  has  a high  sensitivity  (percent- 
age with  condition  correctly  tested  positive) 
and  a high  specificity  (percentage  without 
condition  correctly  tested  negative),  accuracy 
insures  against  mislabeling.  However,  test 
sensitivity  is  determined  from  research 
assessments  on  a diseased  population,  and 
specificity  is  determined  on  a non-diseased 
population.’ 

If  a test  is  applied  to  a population  of  10,000 
with  a prevalence  of  10  percent  and  with  90 
percent  sensitivity  and  specificity,  the  PPV  is 
only  50  percent;  only  one-half  of  the  1800 
persons  testing  positive  will  have  the  condi- 
tion. Similarly,  if  prevalence  is  only  0.1  per- 
cent, of  1008  testing  positive,  only  nine  will 
have  the  condition  as  the  PPV  is  only  0.9  per- 
cent. For  this  reason,  many  recommendations 
in  favor  of  screening  healthy  individuals  have 
been  narrow  in  scope.  Such  recommendations 
run  counter  to  our  tradition  and  bias,  but 
given  this  knowledge  about  test  limitations, 
restriction  of  screening  becomes  rational.  An 
example  is  the  argument  against  the  screening 
of  low-risk  populations  for  HIV,  where  misla- 
beling could  be  catastrophic. 

Similarly,  tests  must  have  arbitrary  defini- 
tions of  “normal”  and  “abnormal.”  Defining 
“normal”  as  variations  within  two  standard 
deviations  always  mislabels  five  percent  of 
any  population  as  “abnormal.”  Testing  simul- 


taneously for  many  individual  parameters 
increases  the  chances  of  receiving  an  “abnor- 
mal” result  by  (0.95  )nth  power  when  n tests 
are  run.^  If  an  abnormal  test  triggers  more 
testing  or  therapy,  harm  may  then  occur  from 
many  “benign”  screening  tests. 

Decisions  to  order  tests  arise  from  cognitive 
reasoning  and  other  psychological  and  envi- 
ronmental effects,  and  making  these  decisions 
more  rationally  requires  an  understanding  of 
the  decision-making  process.  Cognitive  pro- 
cesses consist  of  causal  reasoning,  categorical 
(heuristic)  reasoning,  and  probability  reason- 
ing. While  evaluating  uncommon  conditions, 
physicians  employ  more  heuristic  reasoning 
than  is  currently  justified  by  modern  database 
clinical  decision  analysis.  One  such  rule,  now 
out-of-date,  is  that  “it  is  safer  to  explore  too 
much  than  too  little.”  This  heuristic  incorrect- 
ly assumes  that  it  is  better  to  use  tests  without 
proof  of  efficacy  rather  than  to  wait  until  such 
studies  are  completed.  Some  tests  should  be 
eliminated,  although  doing  so  might  “be  alien 
to  conventional  practice.’” 

Despite  beliefs  that  “medical  knowledge, 
patient  concerns  and  other  cognitive  data  dom- 
inate the  clinical  reasoning  process,  they  are 
not  the  only  sources  of  influence. ..[PJsycho- 
logical  and  environmental  influences  may  be 
major  factors  in  the  tendency  of  physicians  to 
engage  in  testing  when  it  is  inappropriate,  to 
overestimate  its  benefits,  and  to  ignore  or  min- 
imize its  potential  adverse  effects.”^  Such  fac- 
tors include  values  adopted  in  training  — that 
errors  of  omission  are  more  serious  than  com- 
mission; that  it  is  better  to  impute  disease  than 
to  risk  overlooking  it;  and  that  the  search  pro- 
cess itself  is  valuable  regardless  of  the  results. 
Other  factors  are  the  significant  discomfort 
with  diagnostic  uncertainty  and  a persistence 
among  physicians  to  rule  in,  rather  than  rule 
out,  disease  in  a healthy  population.^-^ 

In  addition,  other  elements  contribute  to  a 
mental  environment  which  promote  excessive 
testing,  and  these  include  selective  remem- 
brance of  anecdotes,  lack  of  precision  in  the 
art  of  medicine,  unrealistic  patient  and  social 
expectations,  expediency  in  daily  office  oper- 
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ations,  I’inancial  incentives  (both  ethical  and 
unethical),  peer  pressure,  and  institutional 
pressures.^  Today’s  inedico-Iegal  climate  per- 
petuates and  extends  the  perception  that  test- 
ing is  a precaution  against  litigation.  “There 
is  no  malpractice  liability  for  withholding 
unnecessary  services  from  a patient,  but  a 
physician  may  be  liable  for  withholding  need- 
ed care  (and  tests]  if  an  injury  to  the  patient 
results.’’* 

Physicians  order  billions  of  diagnostic  tests 
every  year.^  What  will  help  to  rationalize 
evaluation  in  order  to  make  better  use  of 
available  testing?  There  are  new  and  redis- 
covered tools  to  make  practice  more  rational 
and  to  pull  analysis  more  into  the  cognitive 
realm,  rather  than  relying  on  psychological 
and  environmental  factors. 

The  choice  of  “strategy  depends  on  urgen- 
cy, risk,  cost,  and  even  the  clinician’s  style.... 
In  most  scientific  endeavors,  measurements 
are  replicated,  and  measured  responses  are 
calculated  as  means  and  variances.  In  individ- 
ual patients,  however,  physicians  must  often 
react  to  single  values,  and  they  respond,  more 
often  than  not,  by  ordering  expensive  and 
perhaps  even  risky  tests  and  therapies.”’  Uti- 
lizing a variation  of  Bayes’  rule,  clinicians 
can  take  a rational  approach  by  answering 
two  questions  with  each  new  result; 

“First,  does  the  new  information  increase  or 
decrease  the  likelihood  of  each  diagnostic 
hypothesis?  Second,  how  much  does  the 
new  information  change  the  likelihood?... 
Although  the  most  common  causes  of 
unusual  test  results  are  random  variation 
and  laboratory  error,  clinicians  should  con- 
tinue to  hunt  for  unusual  and  therapeutical- 
ly important  game.  Hoofbeats  usually  sig- 
nal the  presence  of  horses,  but  the  judicious 
application  of  Bayes’  rule  can  help  prevent 
clinicians  from  being  trampled  by  a stam- 
peding herd  that  occasionally  includes  a 
zebra.”’ 

Unfortunately,  the  pressures  of  daily  prac- 
tice and  the  multiple  competing  forces  influ- 
encing behavior  may  not  be  in  the  same  vec- 
tor. “When  these  forces  push  in  a consistent 


direct  ion...  new  information  may  lead  to  rapid 
changes  in  behavior.  When  the  forces  are  in 
conflict,  however,  new  inlbrmation  is  less 
likely  to  change  behavior.”'" 

The  modern  application  of  Bayes’  rule  uses 
computer  logarithms  of  probability  to  calcu- 
late how  much  a lest  result  has  changed  the 
probability  that  a certain  disease  is  present. 
However,  one  author  cautions  “that  absolute 
certainly  is  usually  beyond  our  reach,  that  the 
principle  of  maximum  information  may  be  a 
mirage,  and  that  diagnostic  procedures  can  be 
pushed  to  absurdity.”"  Awareness  of  the 
heuristic  of  diminishing  returns  is  simpler 
than  application  of  Bayes'  rule,"  which 
requires  mathematical  activity,  usually  anathe- 
ma to  clinicians.  A new  “specialty”  of  Clini- 
cal Decision  Analysis  is  evolving  in  which 
practitioners  formulate  mathematical  proba- 
bility models  developed  from  published  liter- 
ature concerning  the  utility  of  tests  and  the 
therapy  of  disease.  Such  analysis  is  highly 
technical  and  pushes  the  limits  of  prediction 
for  biologic  systems,  but  bedside  application 
is  still  impractical  given  the  limitations  of 
current  institutional  information  systems. 
However,  within  a decade.  Clinical  Decision 
Analysis  will  be  available  at  the  bedside 
through  “physician  work  stations.”  Powerful 
software  programs,  expert  and  decision  sup- 
port applications,  and  integration  of  neural 
networks  will  all  be  part  of  future  health  care 
information  systems. 

The  integration  of  cost-effective  analysis 
with  individual  tests,  therapies,  and  popula- 
tion-based information  is  a financial  exten- 
sion of  Clinical  Decision  Analysis.  Ranking 
incremental  cost-effectiveness  ratios  for  vari- 
ous programs  is  one  tool  in  deciding  funding 
priorities.'’  Utilizing  a balance  sheet  to  pre- 
sent information  on  different  intervention  out- 
comes, presenting  options  for  setting  priori- 
ties with  limited  resources,  and  setting  priori- 
ties based  on  cost-effectiveness  are  all  in  the 
immediate  future.'^  These  decision-making 
tools  will  have  a dramatic  impact  on  the  use 
of  resources  in  daily  practice. 

The  most  practical  tool  to  improve  the 
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appropriate  use  of  diagnostic  testing  is  the 
employment  of  practice  guidelines.  Although 
long  deplored  as  “cook-book  medicine,” 
numerous  specialty  societies,  professional 
organizations,  and  providers  have  now  devel- 
oped clinical  guidelines  or  are  in  the  process 
of  developing  and  recommending  their  adop- 
tion. Physicians  must  take  charge  in  the 
development  and  appropriate  use  of  practice 
guidelines,  or  non-clinical  powers  will  apply 
them  indiscriminately  to  medical  practice.  By 
agreeing  through  consensus  with  what  should 
happen  to  the  majority  of  patients  with  a 
given  condition  and  by  documenting  varia- 
tions when  needed,  physicians  will  give  up 
some  degree  of  autonomy,  but  will  maintain 
essential  control  over  their  own  and  their 
patients’  destinies. 

In  an  educational  setting,  clinical  algorithms 
are  an  effective  behavior-influencing  tool. 
They  help  to  organize  and  describe  the  numer- 
ous factors  and  judgments  leading  to  correct 
diagnosis  and  appropriate  treatment.  Accord- 
ing to  one  report,  “[cjlinical  algorithms. ..result 
in  faster  learning,  higher  retention,  and  better 
compliance  with  established  practice  stan- 
dards than  prose  text.”'^ 

Practice  guidelines,  clinical  algorithms,  and 
computer-generated  Clinical  Decision  Analy- 
sis with  literature  linkages  and  decision  nodes 
are  all  tools  which  are  a practical  extension 
of,  but  not  a replacement  for,  better  cognitive 
reasoning.  These  tools,  together  with  infor- 
mation systems  linking  guidelines  with 
paperless  medical  records,  will  enable  physi- 
cians to  make  cognitive  decisions  on  testing 
and  delivery  of  care  in  a more  rational  way. 


They  can  thus  avoid  the  costly  and  sometimes 
harmful  mistakes  that  occur  when  indiscrimi- 
nate testing  and  therapy  are  inappropriately 
applied  to  individual  patients  and  popula- 
tions. □ 
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YOCON* 

YOHIMBINE  HCI 


Description:  Yohimbine  Is  a 3a-15a-20B-17a-hydroxy  Yohlmblne-16a-car- 
boxyllc  acid  methyl  ester  The  alkaloid  Is  found  In  Rubaceae  and  related  trees 
Also  in  Rauwolfia  Serpentina  (L)  Benth  Yohimbine  is  an  Indolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5.4  mg  of  Yohimbine 
Hydrochloride. 

Action;  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  duration.  Yohimbine's  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  m male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both. 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug  Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it,  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications:  Yocon " is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac 

Contraindications:  Renal  diseases,  and  patient's  sensitive  to  the  drug.  In 
view  of  the  limited  and  inadequate  intormation  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications 

Warning;  Generaliy,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug.'  ^ Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally. ''■3 
Dosage  and  Administration:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence, '■3-4  1 tablet  (5.4  mg)  3 times  a day,  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness , In  the  event  of  side  effects  dosage  to  be  reduced  to  'k  tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks. 3 
How  Supplied:  Oral  tablets  of  Yocon^  1/12  gr.  5.4  mg  in 


bottles  of  100's  NDC  53159-001-01  and  1000's  NOG 

53159-001-10. 
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AVAILABLE  AT  PHARMACIES  NATIONWIDE 


PALISADES 

PHARMACEUTICALS,  INC. 

219  County  Road 
Tenafly,  New  Jersey  07670 

(201)  569-8502 
1-800-237-9083 


Best  Prices  & Selection  in  S.C. 


I 


94  Sedan  Deville 

^ t Devilles  on  the  lot 
to  choose  from! 


‘First  month's  tease  payment  of  $485,  plus  $500  refundable  security 
deposit  and  consumer  down  payment  of  $3,000,  plus  title,  taxes  and  tags, 
tor  a total  of$4646  due  at  lease  signing.  You  must  take  retail  delivery  out  of 
dealer  stock.  GMAC  must  approve  lease.  Example  based  on  a 1994  Sedan 
Deville:  $34,905.65  MSRP  including  destination  charge.  Monthly  payment 
based  on  capitalized  cost  of  $30,855  for  a total  of  monthly  payments  of 
$1 1 ,640.  Your  payments  may  be  higher  or  lower.  Option  to  purchase  at  tease 
end  for  $21 .641. 50.  Mileage  charge  of  $.10  per  mile  over  30.000.  Lessee  pays 
fore  excessive  wear  and  use. 


'94  SeviUe  SLS 


24  MONTH  LEASE 


“First  month's  lease  payment  of  $549,  plus  $550  refundable  security  and 
consumer  down  payment  of  $3,000  plus  taxes,  title  and  tags,  for  a total  of 
$5,394  due  at  lease  signing.  You  must  take  retail  delivery  out  of  dealer 
stock.  GMAC  must  approve  lease.  Example  based  on  a 1994  Seville  Luxury 
Sedan:  $44,252  MSRP  Including  destination  charge.  Monthly  payment  based 
on  capitalized  cost  of  $37,200  for  a total  of  monthly  payments  of  $13,176. 
Option  to  purchase  at  lease  end  lor  $26,993.72.  Mileage  charge  of  $.10  per 
mile  over  30.000.  Lessee  pays  for  excessive  wear  and  use. 


Cadillac. 

Creating  A.  Higher  Standard 


Jim  Moore 
Cadillac 


2222  Main  Street,  Columbia,  SC 
Hours:  Mon-Fri  8:30-6:00,  Sat  9:30-5:00 

779-3822 


You're  a Doctor  of  Business? 


or  Medicine? 


At  MPM  we  understand — we  specialize 
in  helping  doctors  manage  their  practices 
more  efficiently. 

To  arrange  for  an  appointment  or  obtain 
more  information  call  today. 

iyTT)A4^  Medical  Practice 
iVliiVi  Management  Inc 

5711  Chamberlayne  Road,  Richmond,  Virginia  23227 
Phone  804-262-6900  or  1-800-262-4220 


You’ll  love  working  with  our 
locum  tenens  physicians  and 
allied  health  care  professionals. 

WE  GUARANTEE  IT. 

CompHealth  has  thoroughly  credentialed 
physicians  and  allied  health  care 
providers  Irom  more  than  40  Helds  of 
sfjecialization  available  to  provide  locum 
tenens,  or  temporal^',  stalling  assistance 
when  and  where  you  need  it. 

Plus,  we  have  the  standards  and 
experience  to  guarantee  your  satisfaction 
each  time  we  place  a member  ol  our 
medical  staff  in  your  practice  or  facility. 

It  s the  closest  thing  you  11  find  to  a risk- 
free way  to  cover  tor  absent  staff 
members,  "tn'  out"  a potential  new 
recruit,  or  take  care  of  your  patients  while 
you  search  for  a new  full-time  associate. 

Call  us  today  to  arrange  tor  quality  locum 
tenens  covertige,  or  to  discuss  your 
permanent  recruiting  needs. 

CompHealIh 

COMPRFHENSIVE  HEAI  TH  CaRE  STAFFING 

1-800--453-3030 

Salt  Lake  Ci^  ■ Atlanta  ■ Grand  Rapids,  Mich. 


SURGEONS:  COULD  YOU  USE  AN  EXTRA  $9,000? 


If  you’re  a resident  in  surgery,  the  Army 
Reserve  will  pay  you  a yearly  stipend  which 


could  total  in  excess  of  $9,000  in  the  Army 
Reserve’s  Specialized  Training  Assistance 
Program  (STRAP). 

You  will  have  opportunities  to  continue 
your  education  and  attend  conferences,  and 
we  will  be  flexible  about  scheduling  the  time 
you  serve.  Your  immediate  commitment 
could  be  as  little  as  two  weeks  a year,  with  a 
small  added  obligation  later  on. 

Get  a maximum  amount  of  money  for  a 
minimum  amount  of  service.  Find  out  more 
by  contacting  an  Army  Reserve  Medical 
Counselor.  Call: 


CALL  COLLECT 
803-741-1856  OR  803-741-1857 


ARMY  RESERVE  MEDICINE.  BE  ALL  YOU  CAN  BE: 


Turn  of  the  century 
trephine  for  cranial  surgery 
and  tonsillotome  for 
removing  tonsils. 


We’ve  been  defending 
doctors  since 
these  were  the 
state  of  the  art. 


These  instruments  were  the  best  available  at 
the  turn  of  the  century.  So  was  our  professional 
liability  coverage  for  doctors.  In  fact,  we 
pioneered  the  concept  of  professional 
protection  in  1899  and  have  been  providing 
this  important  service  exclusively  to  doctors 
ever  since. 


You  can  be  sure  we’ll  always  offer  the  most 
complete  professional  liability  coverage  you 
can  carry.  Plus  the  personal  attention  and 
claims  prevention  assistance  you  deserve. 
For  more  information  about  Medical 
Protective  coverage,  contact  your  Medical 
Protective  Company  general  agent. 


Ck  t j ce  tV  fi~  e SI  cj<  t v si 


Stuart  Mitchelson 

Suite  165,  11121  Carmel  Commons  Boulevard,  Charlotte,  NC  28226,  (704)  541-8020  or  (704)  541-8021,  (800)  633-2285 


A.M.  Best  A + (Superior)  Standard  & Poor  (AA) 


SCMA  NEWSLETTER 


A PUBLICATION  OF  THE  SOUTH  CAROLINA  MEDICAL  ASSOCIATION 
Joy  Drennen,  Editor  Contributions  welcomed 

798-6207,  in  Columbia  I -800-327-1 02 1,  outside  Columbia 


February,  1994 


HIGHLIGHTS  OF  THE  JANUARY  15  BOARD  OF  TRUSTEES  MEETING 


The  board  continued  to  debate  health  care  reform  legis- 
lation, including  proposed  “any  willing  provider”  and 
"freedom  of  choice  of  provider”  bills. 


The  board  also  requested  staff  to  investigate  developing 
a legal  netwoiic  to  review  managed  care  contracts  for 
SCMA  members.  □ 


MEDICARE  UPDATE 


By  now  you  should  have  received  the  January  and  Feb- 
ruary, 1994  Medicare  Advisory.  This  Advisory  contains 
important  information  and  should  be  read  carefully. 

, Expansion  of  Limiting  Charge  Provisions:  All  services 
covered  under  the  physician  fee  schedule  are  subject  to 
' the  limiting  charge  provisions  effective  for  dates  of  ser- 
' vice  on  or  after  January  1 , 1994.  Please  refer  to  the  Decem- 
I ber,  1 993  Medicare  Advisory  for  additional  information. 

New  1994  CPT  Codes 

’ CPT  94  contains  numerous  code  deletions,  additions  and 
‘ revisions.  Please  refer  to  the  CPT  94  for  a complete  list- 
! ing  of  new  codes  with  descriptions.  The  following  is  a 
partial  list  of  new  codes  with  page  numbers  for  CPT  94. 
Please  refer  to  the  1 994  Physician  Fee  Schedule  for  lim- 
iting charges. 

Observation  Care  Discharse  Services  (pa?es  23-24): 
Code  99217.  Observation  care  discharge  day  manage- 
; menL  This  code  is  to  be  utilized  by  the  physician  to  report 
all  services  provided  to  a patient  on  discharge  from 
“observation  status”  if  the  discharge  is  on  other  than  the 
initial  date  of  “observation  status.”  (To  report  services 
to  a patient  designated  as  “observation  status”  who  is  dis- 
charged on  the  same  date,  use  only  the  codes  for  Initial 
Observation  Services.) 


Prolonged  Physician  Service  with  Direct  Face-to-F ace 
Patient  Contact  (paees  60-62):  Codes  99354-99357. 
Used  when  a physician  provides  prolonged  service  involv- 
ing direct  (face-to-face)  patient  contact  that  is  bevond  the 
usual  service  in  either  the  inpatient  or  outpatient  setting. 
This  service  is  reported  in  addition  to  other  physician  ser- 
vice, including  evaluation  and  management  services  at  any 
level. 

Prolonged  Physician  Service  Without  Direct  Face-to- 
Face  Patient  Contact  (page  62):  Codes  99358, 99359. 
Medicare  considers  these  codes  as  “bundled”  codes  and 
does  not  reimburse  separately. 

Care  Plan  Oversight  Service  (page  64):  Codes  99375, 
99376.  Medicare  considers  these  codes  as  “bundled” 
codes  and  does  not  reimburse  separately.  Use  appropri- 
ate level  of  E/M  code. 

Oral  Anti-Cancer  Drug  Correction:  HCFA  is  in  the 
process  of  clarifying  Medicare  coverage  of  oral  anti-can- 
cer drugs.  Please  disregard  the  information  received  in 
the  January,  1994  Medicare  Advisory  and  the  SCMA 
Newsletter.  Once  we  receive  clarification  from  Medicare, 
we  will  publish  this  information. 

(Continued  on  page  2) 


Medicare  Update  (continued) 


Venipuncture:  Beginning  January  1, 1994,  you  must  bill 
“routine  venipuncture”  using  code  GOOOl . This  code  will 
pay  the  same  as  36415. 

Assistant  at  Sureerv  Services:  HCFA  has  found  15  codes 
that  were  incorrectly  included  in  the  list  of  procedures 
which  Medicare  will  not  pay  for  a suigical  assistant  in 
1993.  These  codes  have  been  corrected  in  the  1994 
Medicare  Fee  Schedule  Data  Base.  Medicare  will  pay 
for  these  services  retroactive  to  January  1, 1993  only 
on  claims  which  are  brought  to  their  attention.  See 
pages  4-6  of  the  January  Medicare  Advisory  for  a com- 
plete list  of  codes  and  details. 

Modifier  Changes:  Due  to  revisions  in  the  CPT  94,  mod- 
ifier 57  replaces  modifier  QI  and  modifier  58  replaces 
modifier  79.  Use  these  modifiers  for  services  provided 
on  or  after  January  1, 1994. 

Corrections  to  the  January,  1994  Medicare  Advisory: 
See  page  1 1 of  the  February,  1994  Medicare  Advisory  for 
corrections  on  MedifU  and  Skintemp  and  Limiting  Chaige 
Compliance  Program. 

HCFA-1500  Form  Grace  Period:  HCFA  has  extended 
the  grace  period  for  accepting  HCFA-1500  forms  com- 
pleted using  the  old  instructions  to  April  8, 1994.  You  may 
use  either  the  old  or  new  instructions  until  April  8, 1 994. 

Liver  Transplants:  MUSC  has  been  designated  as  the 
state’s  first  federally  ftmded  liver  transplant  center.  Effec- 
tive January  4,  1994,  costs  of  the  transplants  done  at 
MUSC  will  be  covered  by  Medicare. 


Specialty  Workshops:  Medicare  will  be  conducting  spe- 
cialty workshops  during  1994!  Below  is  a listing  of  woilc- 
shops  and  the  months  in  which  they  will  occur.  Prior  to 
each  workshop,  enrollment  forms  and  other  information 
will  be  made  available  to  you.  You  wiU  only  receive 
notices  for  your  specialty. 


March 

April 

May 

June 

July 

August 

September 

October 


General  Family/Intemal  Medicine 

Laboratory/Pathology 

Ophthalmology 

Anesthesia/Ambulatory  Suigical  Center 
Radiology/ Ambulance 
Psychiatry/Mental  Health 
Surgeiy/Dermatology 
Surgery/Dermatology 


Basic  Billing  Workshop:  A Medicare  Part  B Basic 
Billing  Workshop  will  be  held  April  13, 1994  from  9:00 
am  to  4:30  pm.  Preregistration  is  required.  See  page  2 of 
the  February,  1994  Medicare  Advisory  for  complete 
details  and  registration  form. 


Nurse  FractitUmer  Services:  The  article  on  nurse  prac- 
titioner services  published  in  the  October,  1993  Medicare 
Advisory  is  correct  for  services  rendered  in  mral  areas.  The 
modifiers  indicated  in  the  article  are  still  in  effect  for  ser- 
vices rendered  in  a rural  area  by  an  independent  nurse  or 
a nurse  practitioner  employed  by  the  physician.  If  the  nurse 
practitioner  is  employed  by  the  physician  in  a non-rural 
area,  the  services  would  be  filed  under  the  physician's 
provider  number  using  the  appropriate  modifier.  □ 


MEDICAID  UPDATE 


Extended  Family  Planning  Services:  The  Finance  Com- 
mission has  been  approved  for  a five-year  research  and 
demonstration  project  to  extend  family  planning  bene- 
fits to  Medicaid  eligible  women  receiving  Medicaid 
financed  pregnancy  related  services.  Currently,  Medic- 
aid benefits  for  most  women  are  terminated  60  days  post- 
partum. The  project  will  extend  Medicaid  eligibility  for 
family  planning  services  only.  Eligibility  will  be  extend- 
ed for  a total  of  two  years  (60  days  postpartum  plus  22 
months).  A bulletin  with  details  of  the  benefits,  eligibility 
criteria  and  implementation  date  will  be  forthcoming. 


New  Provider  Billing  Workshops:  New  providers 
will  be  notified  and  interested  bUling  staff  are  invited 
to  call  and  register  for  one  of  the  bi-monthly  billing 
workshops  given  by  Physician  Services  staff.  All 
workshops  are  held  in  the  second  floor  conference 
room  of  the  Jefferson  Plaza  Building  on  Main  Street 
in  Columbia.  Workshops  are  from  12:30  to  3:00  p.m. 
on  February  2,  April  6,  June  1,  August  3 and  October 
5,  1994.  Call  Physician  Services,  in  Columbia  at 
253-6134. 

□ 
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physicians  care  network  update 

Several  large  employers  and  associations  are  extremely 
interested  in  contracting  with  the  Physicians  Care  Net- 
work. However,  we  will  not  be  able  to  make  the  network 
available  to  them  on  a statewide  basis  until  we  have  an 
adequate  number  of  hospitals  participating  in  the  pro- 
gram. We  are  currently  in  active  negotiations  with  20 
hospitals  across  the  state. 

The  Physicians  Care  Network  has  over  2,100  participant  i 
enrolled.  For  those  who  did  not  sign  up  in  1993,  enroll- 
ment is  still  open.  Contact  Ginny  Comer  at  the  SCMA. 
office  (798-6207  in  Columbia  or  1-800-327-1021  in  SC) 
for  enrollment  materials. 

Provider  manuals  are  being  printed  and  will  be  distrib- 
uted shortly. 


HCFA  APPROVAL  OF  COLA  OFFICIAL 

The  Health  Care  Financing  Administration  (HCFA)  has 
announced  that  the  Commission  on  Office  Laboratory 
Accreditation  (COLA)  is  officially  approved.  COLA  is 
the  first  major  accrediting  organization  to  obtain  deem- 
ing authority  under  CLIA  '88  and  the  only  accrediting 
organization  for  the  office  laboratory. 

This  approval  means  that  office  laboratories  accredit- 
ed by  COLA  are  “deemed”  to  meet  the  federal  standards. 
Accreditation  by  COLA  fulfills  all  CLIA  requirements 
including  the  biennial  CLIA  inspectioa  Once  you  apply 
to  COLA,  your  laboratory  comes  under  the  COLA 
umbrella,  not  the  federal  CLIA  program.  Your  primary 
relationship  will  be  with  the  COLA  program,  not  HCFA. 

If  interested,  contact  COLA  at  (301 ) 588-5882 for  more 
irrformation. 


CHAMPUS  UPDATE 

Conditions  Requiring  Preauthorization  Have  Chanced: 
Effective  immediately,  status  asthmaticus  codes  will  no 
longer  require  preauthorization.  The  following  ICD-9- 
CM  codes  listed  in  Attachment  3 in  the  CHAMPUS 
Review  Plan  can  be  deleted  as  requirements: 

493.(X)  Extrinsic  asthma  w/o  status  asthmaticus 
493.10  Intrinsic  asthma  w/o  status  asthmaticus 
493.90  Asthma,  unspecified  w/o  status  asthmaticus 

Effective  March  1, 1993,  the  following  asthma  codes  also  woe 
removed  from  the  list  493.01, 493.1 1,  and  493.91.  □ 


HIV  TREATMENT,  NICOTINE 
ADDICTION  GUIDELINES 

The  AM  A has  released  new  guidelines  for  the  treatment 
of  HIV  and  nicotine  addiction,  which  will  be  sent  to  the 
nation's  192,(XX)  primary  care  physicians.  The  “AMA 
Guidelines  on  HIV  Early  Intervention”  and  “AMA 
Guidelines  on  the  Diagnosis  and  Treatment  of  Nicotine 
Dependence”  will  provide  primary  care  physicians  with 
new  scientific  data  and  strategies  for  treating  smokers  and 
HIV  patients  during  routine  office  visits.  □ 


MAMMOGRAPHY  CERTIFICATION 

Reminder:  By  October  1, 1994,  every  facility  (includ- 
ing physicians'  offices)  that  performs  mammography  will 
have  to  obtain  from  the  FDA  and  prominently  display  a 
certificate  or  provisional  certificate  to  continue  operat- 
ing legally.  To  receive  certification,  a facility  must  be 
accredited  by  an  accredited  body  which  has  applied  for 
and  received  approval  from  the  FDA  to  act  in  that  capac- 
ity. Currently,  some  6,(XX)  facilities  are  accredited  under 
a voluntary  program  by  The  American  College  of  Radi- 
ology (ACR),  and  it  is  expected  that  with  some  minor 
modifications,  the  ACR  should  be  able  to  apply  for  and 
receive  FDA  approval  as  an  accrediting  body.  □ 


SCMA  - AWARD  WINNER 

The  South  Carolina  Medical  Association  won  a Cer- 
tificate of  Merit  from  the  South  Carolina  chapter  of  the 
Public  Relations  Society  of  America  (SCPRSA).  The 
award  was  given  in  the  category  of  Issues  Management 
for  the  SCMA's  campaign  to  respond  to  President  Clin- 
ton's Health  Care  Plan.  The  SCMA  was  recognized  at  the 
SCPRSA  Mercury  Awards  Banquet  on  January  21,1 994. 

□ 
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COMMUN-I-CARE  UPDATE 


VACCINE  TAX  REMINDER 


Commun-I-Care  has  announced  the  expansion  of  its 
health  care  netwoiic  to  include  a hospital  component. 
Fourteen  hospitals  around  the  state  have  offered  to 
provide  services  such  as  x-rays,  lab  woric,  emergency 
care,  and  overnight  care  for  Commun-l-Care  patients 
referred  to  them  by  Commun-I-Care  physicians  and 
their  staff.  In  addition  to  the  hospital  component, 
Searle  has  joined -Johnson  & Johnson  and  Pfizer 
Pharmaceuticals  in  providing  free  prescription  drugs 
to  Commun-l-Care  patients. 

Since  Commun-I-Care's  inception  in  January,  1993, 
nearly  700  physicians  have  volunteered  as 
participants  with  Commun-I-Care  making  over  400 
referrals  to  physicians. 

For  information  on  Commun-I-Care,  please  call 
1-800-763-0059  (in  South  Carolina)  or  779-4875 
in  Columbia.  □ 


Private  physicians,  medical  clinics  and  county  health 
agencies  storing  and  using  large  quantities  of  certain 
vaccines  may  be  subject  to  a one-time  federal  excise 
tax  due  February  28,  1994.  The  tax  will  be  imposed 
for  any  vaccines  the  physician  or  clinic  had  on  hand 
on  August  10,  1993.  Last  year’s  purchase  orders  and 
stock  room  inventories  should  be  reviewed  to 
determine  this  information.  Only  DPT,  DT,  MMR, 
and  polio  vaccines  are  subject  to  the  tax. 

Only  those  physicians  and  clinics  owing  more  than 
$1,000  are  required  to  file  and  pay  the  full  amount  of 
the  tax.  The  tax  rates  per  dose  are  as  follows:  DPT  - 
$4.56;  DR  - $.06;  MMR  - $4.44;  and  polio  - $.29. 
For  more  information,  call  Darlene  McCoy  at  the 
Department  of  the  Treasury  District  Office  in 
Columbia  at  253-3048.  □ 


MY  BABY  KEEPSAKE  BOOK 

In  an  effort  to  increase  the  rate  of  immunization  among 
children  from  birth  to  two  years  old,  as  well  as  improve 
infant  and  maternal  care.  The  Governor’s  Immunization 
Outreach  Committee  has  developed  the  “My  Baby 
Keepsake  Book.”  The  “My  Baby  Keepsake  Book”  is 
a manual  on  maternal  and  infant  care  which  emphasizes 
the  importance  of  immunization  and  includes  gift 
coupons  for  families  who  have  their  children  immunized 
on  schedule.  It  is  distributed  to  women  who  give  birth 
in  South  Carolina  hospitals  and  to  prenataUy  case-man- 
aged women  examined  at  DHEC  clinics. 

Physician  offices  providing  immunizations  should  val- 
idate the  coupons  in  the  same  manner  as  coupons  for  the 
Caring  for  Tomorrow'  Children  Program  by  using  the 
same  stamp. 

Please  contact  Elaine  Barnes,  Project  Director,  in 
Columbia  at  734-0364  if  you  have  any  questions,  com- 
ments, or  wish  to  receive  a stamp. 


SCMA  ANNUAL  MEETING  AND 
SCIENTIFIC  ASSEMBLY 

By  the  time  you  read  this  newsletter,  you  should  have 
received  information  on  the  146th  Annual  Meeting  and 
Scientific  Assembly  of  the  SCMA,  April  28-May  1, 
1994.  Included  in  the  packet  is  a brochure  listing  all 
events,  a preregistration  form,  an  Omni  Hotel  regis- 
tration form,  and  Alliance  information.  Again  this  year, 
there  is  no  registration  fee  for  SCMA  members. 

Featured  entertainment  at  the  President's  Banquet  on 
Saturday  night,  April  30,  is  humorist  Glen  Ward,  of 
Columbia,  who  has  spoken  to  over  1 30  audiences  in  the 
past  two  years,  including  corporations,  associations, 
schools,  civic  and  church  groups.  His  unique  imper- 
sonations of  well-known  political  and  musical  char- 
acters enables  him  to  capture  the  attention  of  his  listeners 
before  delivering  his  inspiring  remaiks.  You  may  order 
tickets  in  advance  by  using  the  registration  form  includ- 
ed in  your  packet  Preregister  now! 

The  Scientific  Assembly  is  jointly  sponsored  by  the  Medical  University 
of  South  Carolina,  the  University  of  South  Carolina  School  of  Med- 
icine, and  the  SCMA,  and  a maximum  of  14  PRA  Category  1 CME 
hours  is  available. 
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Beyond  the  doctor's  office  and  the  hospital 
medical  center,  how  are  health  and  support 
services  to  reach  out  into  people’s  homes  in 
the  1990s  and  2000s? 

Short-term  non-medical  community  help 
towards  recovery  when  patients  go  home  from 
hospital  was  the  focus  of  a previous  article  in 
this  journal  (January,  1992).'  Longer-term 
support  for  elderly  persons  coping  in  their  own 
homes  and  neighborhoods  with  temporary  or 
permanent  disabilities  is  another  important 
and  changing  aspect  of  this  relationship 
between  hospital-based  episodic  and  communi- 
ty-based continuing  care. 

THE  WIDER  CHALLENGE 

The  years  1965-85  saw  a set  of  revolutions  in 
hospital  and  medical  care  in  South  Carolina,  as 
in  most  other  parts  of  this  and  other  countries 
of  the  economically  developed  world.  The 
challenge  was  twofold:  both  bio.social  and  eco- 
nomic. As  human  life  expectancy  increased,  so 
did  the  incidence  of  chronic  disease  in  the  latter 
half  of  life,  and  with  it  the  movement  of  a gen- 
eration of  physicians  into  later-life  sub-special- 
ties,  and  of  hospitals  into  acute  episodes  of 
chronic  diseases  and  disabilities. 

From  being  a place  of  public  or  private 
charity,  in  fact  as  well  as  law,  almost  every 
hospital  became  in  fact  a business  enterprise 
and  indeed  one  of  the  biggest  and  most  visi- 
ble in  its  community.  Alongside  telecommu- 
nications and  transportation,  health  care 
became  one  of  the  shining  examples  of  our 
economic  revolutions,  from  an  agrarian  to  an 
industrial  and  now  to  a service  economy. 
Hospitals  did  so,  moreover,  by  becoming  at 
once  both  labor-  and  capital-intensive.  The 
place  of  hospitals,  medical  doctors  and  medi- 
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Council  of  Aging  of  the  Midlands  of  South  Carolina, 
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cal  drugs  in  the  market  came  to  be  measured 
as  one-eighth  in  the  1980s — rising  towards 
one-sixth  in  the  1990s — of  the  monetized  part 
(GDP)  of  a nation’s  economy. 

Beyond  this  bio-economic  phenomenon, 
there  still  remained,  even  in  our  modern  soci- 
ety, the  biosocial  phenomenon  of  our  person- 
al and  familial  lives.  These  too  have  been 
changing  and  may  indeed  be  being  revolu- 
tionized by  our  successive  economic  revolu- 
tions. So  long,  however,  as  our  human 
species  continues  to  extract  a living  from  this 
planet,  it  will  have  to  cope  with  its  own 
reproduction  and  life  course.  It  is  now  there- 
fore high  time  that  we  ask  ourselves  what 
new  institutions  may  be  emerging  on  the 
health  care  home  front,  as  part  of  this  bioso- 
cial concomitance  to  bioeconomic  revolution. 

TOWARDS  A LOCAL  RESPONSE 

In  the  summer  of  1992,  there  was  a lot  of 
noise  in  South  Carolina,  as  in  many  other 
American  states  and  foreign  countries,  at  the 
thought  that  government  might  be  trying  to 
balance  its  budget  on  the  backs  of  the  poor 
and  weak,  the  old  and  the  young.  'While  advi- 
sory boards  of  public  bodies  provided  an 
open  and  moving  forum  for  public  hearings 
on  this  issue  and  its  impact  on  individuals,  a 
couple  of  dozen  persons  of  varied  experience 
in  these  fields  of  health  and  human  service 
took  to  breakfasting  together  at  their  own 
cost,  to  see  if  they  could  find  a way  towards 
some  better  and  hopefully  less  expensive  way 
of  helping  people  get  the  supportive  services 
they  might  need. 

Inspiration  and  leadership  for  this  move 
came  from  within  the  Council  on  Aging  of 
the  Midlands  of  South  Carolina,  a volunteer 
agency  chartered  by  the  state  25  years  earlier 
to  help  local  retirees  become  “an  asset  to 
nation,  state  and  community.’’  It  was  there- 
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fore  as  advocate  lor  older,  but  for  die  most 
pari  active,  cili/eiis  that  this  council  now 
entered  the  debate.  It  did  so,  moreover,  with 
lull  respect  for  its  inter-generational  heritage, 
and  with  youlh-l'ocused  agency  invitations  to 
all  its  meetings,  with  an  eye  to  future  comple- 
mentary or  parallel  action.  Health  care  par- 
ticipants in  this  informal  coalition  came  from 
the  Columbia  Medical  Society,  Midlands 
Public  Health,  Palmetto  Senior  Care,  USC 
Schools  of  Medicine  and  of  Public  Health, 
and  the  state's  Health  and  Human  Services 
Finance  Commission. 

ASSE  I S ACTCAE  AND  POTENTIAL 

Towards  a future  support  service  by  and  for 
older  citizens  of  Richland  County,  a number 
of  usable  human  assets  soon  emerged: 

• The  pensioners  themselves,  who 
had  a will  to  live,  were  accustomed  to  helping 
themselves  and  one  another,  and  wanted  to  be 
as  independent  and  self-supporting  as  possi- 
ble. Surveys  of  aging  need  can  be  read  as 
social  balance  sheets  in  which  the  assets  are 
as  important  as  the  liabilities.  Among  the 
“oldest  old,”  aged  85  and  over,  a national  sur- 
vey had  found  two  in  10  reporting  some 
degree  of  difficulty  in  preparing  a meal  or 
managing  their  money  and  three  in  10  in 
walking  or  shopping.’  A South  Carolina  state 
survey,  however,  found  six  in  10,  age  85  and 
older,  reporting  that  their  health  was  good, 
and  eight  or  nine  their  general  satisfaction 

■"3 

with  lite:  they  liked  living. 

• The  homes  in  which  they  lived, 
two-thirds  of  which  they  are  the  registered 
owners,  in  Richland  County. 

• Their  households,  although  these  tend- 
ed to  decline  from  two-person  to  one-person  as 
the  households  grew  older,  augmenting  the  need 
for  supplementaiy  support  from  outside. 

• Immediate  neighbors,  who  were  apt 
to  help  in  an  emergency. 

• Neighborhood  councils,  often  main- 
ly for  property-related  lobbying:  The  city  of 
Columbia  municipal  administration  has 
included  a well-staffed  community  develop- 
ment office  as  a channel  for  communication 


with  these  residents’  voluntary  membership 
organizations.  The  start-up  square-mile  for 
the  NeighborCare  project,  as  they  named  it, 
was  self-selected  by  leaders  of  a neighbor- 
hood council  in  the  course  of  a meeting  of 
neighborhood  councils  in  the  Columbia  City 
Council  chamber. 

• Supportive  personal  service  agen- 
cies: 'Fhc  slate  Department  of  Health  and 
Environmental  Control  (DHHC)  has  area  and 
county  nursing  services  that  extend  rehabili- 
tative clinical  care  into  the  homes  of  elderly 
hospital-leavers.  It  has  therefore  arranged  for 
its  Richland  County  service  to  join  with  the 
Council  on  Aging  in  planning  the  service 
aspects  of  NeighborCare.  In  general,  howev- 
er, the  lack  of  coordination  between  publicly 
provided  personal  service  agencies  in  their 
dealings  with  persons  in  need  of  service  has 
been  so  noticeable  that  it  has  recently  been 
critically  studied  by  the  state  Legislative 
Audit  Council  ( 1993).^ 

• Physical  facilities  for  meetings  and 
offices:  Many  neighborhoods  have  had  under- 
used congregate  facilities.  Some  of  these  may 
be  communal,  such  as  recreation  centers  in 
the  morning  and  schools  in  the  evening. 
Some  may  be  self-differentiating  but  with 
under-used  space,  such  as  churches  during  the 
week  or  clubhouses  during  the  day. 

• Retirees:  A constantly  increasing 
supply  of  older  persons,  increasingly  educat- 
ed and  pensioned,  tending  to  socialize  and  to 
volunteer  their  time  and  talents,  frequently 
through  their  churches,  but  partly  through 
Council  on  Aging  services  and  Capital  Senior 
Center  activities. 

• Research  and  education:  From 
Columbia  College  and  the  University  of 
South  Carolina  came  specialists  in  communi- 
ty organization,  and  from  USC  School  of 
Public  Health  came  specialists  in  health  care 
administration  and  finance,  besides  USC  spe- 
cialists in  gerontology  and  geriatrics. 

• Rural  handicap:  South  Carolina 
does  not  subdivide  its  counties  into  self-gov- 
erning and  multi-purpose  units  like  northern 
townships.  Nor  has  it  encouraged  counties  to 
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so  plan  their  capital  investment  as  to  coordi- 
nate administrative  service  areas  and  service 
centers  to  house  agricultural  extension,  ambu- 
lance service,  education,  fire  fighting,  polic- 
ing, public  health  nursing,  recreation  and 
other  functions.  Where  the  Council  on  Aging 
has  been  able  to  use  a county  recreational 
center  during  its  off  hours,  as  a congregate 
meal  site,  there  has  been  a perceptible  tenden- 
cy for  this  to  move  towards  becoming  a 
multi-purpose  service  center  for  a demonstra- 
ble service  area  where  it  has  had  creative 
leadership. 

• Urban  challenge;  Nor  has  the  City  of 
Columbia  marked  itself  into  identical  service 
areas  for  municipal  parks,  fire  fighting  and 
policing,  to  say  nothing  of  federal  census  tracts 
and  zip  codes,  which  is  a reason  for  working 
through  residents'  own  self-constituted  and 
self-financing  neighborhood  councils. 

EXAMPLE-SETTING  EXPERIENCE 

One  of  the  biggest  assets  available  was  experi- 
ence acquired  and  standards  set  elsewhere. 
This  Council  on  Aging  and  the  coalition  it 
assembled  became  particularly  interested  in  a 
“Block  Nurse”  program  developing  in  parts  of 
Minnesota,  information  on  which  was  gener- 
ously made  available.  Minnesota  was  of 
course  far  indeed  from  South  Carolina  in  many 
important  ways.  Its  average  retiree  might  be  at 
a higher  level  of  education,  income  and  hous- 
ing. It  might  enjoy  greater  cultural  homogene- 
ity. Above  all,  its  counties  might  be  subdivided 
into  multi-puipose  township-style  units,  ready- 
made for  block  or  neighborhood  self-organiza- 
tion. Not  least,  it  was  backed  from  the  begin- 
ning by  foundation  aid. 

The  Minnesota  Block  Nurse  Program  could 
therefore  not  be  exactly  repeated,  cook-book 
style,  by  people  of  Richland  County,  South 
Carolina;  but  the  Minnesota  experience  could 
be  instructive,  helpful  and  stimulating  as  a 
frame  of  reference,  as  well  as  source  of  a 
video  documentary. 

PLANNING 

After  three  months  of  breakfasts,  and  stimu- 


lated by  its  Minnesota  precursor,  the  emerg- 
ing Richland  County  Coalition  resolved  itself 
into  three  working  groups  to  study  and  report 
on  neighborhoods,  finance  and  services. 

A meeting  in  the  municipal  council  chamber 
with  the  Columbia  City  Eederation  of  Neigh- 
borhood Councils  led  to  one  small  group  of 
contiguous  neighbors  offering  themselves  to 
serve  as  guinea  pig.  It  saw  its  property-value 
lobbying  function  strengthened  by  becoming 
multi-puipose  and  positive-service-providing. 
This  Richland  County/City  of  Columbia  vari- 
ant of  the  Minnesota  Block  Nurse  Program 
christened  itself  NeighborCare. 

A financial  resources  task  force  envisaged  a 
joint  public/private  consortium.  On  the  pri- 
vate side,  the  Council  on  Aging  had  just 
received  from  a nonagenarian  member  a 
$90,000  endowment  of  which  the  earnings 
were  designated  for  nurturing  new  or  innova- 
tive endeavors.  A nationwide  foundation 
made  a new  grant  and  put  the  Council's 
development  director  on  AARP-sponsored 
conference  programs.  A legacy  was  ear- 
marked to  the  new  program.  Above  all,  on  the 
private  side  came  promise  of  support  from 
some  of  the  larger  local  business  firms  con- 
cerned with  the  impact  of  aging  disabilities 
on  present  as  well  as  past  employees,  as  well 
as  on  taxes.  On  the  public  side  came  federal 
aid,  some  of  which  would  come  through  a 
focal  point  for  clientele-oriented  planning. 
This  included  a last  installment  of  a “Caring 
Connections”  grant,  from  the  federal  Admin- 
istration on  Aging,  which  provided  the  Con- 
gressional General  Accounting  Office  with  a 
somewhat  rare  example  of  a “clientele”  grant 
that  was  leading  toward  a recognizable  “func- 
tional” outcome.  Not  least,  the  Governor’s 
Office  was  concerned  with  working  with  the 
private  sector  to  help  older,  as  well  as  other 
citizens,  cope  with  incurable  disabilities. 
Eield  service  planning  called  for  development 
of  a single  entry  point  in  each  neighborhood, 
where  a physician's  assistant  or  nurse  practi- 
tioner living  in  the  neighborhood  would  be 
able  to  mediate  and  coordinate  services  to 
meet  individual  needs  to  an  extent  unknown 
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since  llic  migration  within  living  memory  of 
primary  care  physicians  into  secondary  and 
tertiary  care  milieux.  From  tliis  largely  volim- 
teer-stalTed  neighborhood  intake  point,  volun- 
teer and  other  services  would  radiate  out  to 
help  coordinate  the  diverse  tbrmal  and  infor- 
mal services  on  which  pensioner  members  of 
NeighborCare  would  depend  as  they  actively 
coped  with  their  disabilities. 

After  the  initial  start-up  year  in  a single 
self-chosen  pioneer  neighborhood,  it  is 
becoming  possible  to  envisage  a gradual 
spread  from  neighborhood  to  neighborhood, 
rural  as  well  as  urban,  until  the  county  of  ori- 
gin is  covered.  When  this  is  achieved,  Neigh- 
borCare should  be  in  a position  to  explore  the 
possibilities  of  sub-contracting  with  a state 
health  cooperative  or  other  intermediary  for 
such  services  as  this  NeighborCare  network 
could  best  render. 

GOVERNING  VALUES 

Over  and  above  our  ecosocial  revolutions  and 
our  biosocial  strivings  are  the  values  that  get 
embodied  in  our  rights  and  duties,  our  oppor- 
tunities and  our  obligations.  Within  the  life- 
time of  today's  older  citizens,  these  have 
passed  through  three  clearly  definable  phases. 

From  1 935  to  1 965  in  the  United  States,  we 
built  some  key  elements  of  what  we  learned, 
during  the  last  world  war,  to  call  a welfare 
state.  For  aging  citizens  this  meant  the  pool- 
ing of  risks  so  as  to  assure  first  a guaranteed 
social  security  pension  and  then  payment  for 
most  but  not  all  health  care,  after  reaching  a 
specified  age  and  by  way  of  some  pattern  of 
bureaucratic  line  administration. 

From  about  1 965  to  about  1 975  came  what 
might  be  called  in  the  United  States  the  Great 
Society  decade.  Central  government  would 
now  issue  multiple  requests  for  proposals 
(RFPs),  inviting  local  entities  both  public  and 
private  to  compete  to  provide  token  services 
of  a more  personal  kind  than  the  payments 
assured  by  old  age  pensions  and  health  insur- 
ance. Some  of  these  programs  became  part  of 
a new  Older  Americans  Network  at  federal, 
state,  and  area/county  levels.  Such  were  the 


popular  Meals  on  Wheels  and  the  less  known 
Congregate  Meals,  both  using  surplus  agricul- 
tural commodities,  with  all  such  services  being 
available  free  to  disadvantaged  applicants  who 
met  specified  criteria  and  were  at  the  head  of  a 
waiting  list.  The  emphasis  in  Older  Americans 
programs  was  more  on  service  to  (a  liability) 
than  on  service  hy  (an  asset)  except  insofar  as 
retirees  were  among  the  volunteers  of  all  ages 
who  delivered  Meals  on  Wheels.  Parallel  with 
these  but  different  in  emphasis  were  Action 
programs  initiated  under  the  auspices  of  the 
Economic  Opportunity  (anti-poverty)  Pro- 
gram, with  focus  on  encouragement  and  recog- 
nition of  low-income  retiree  volunteers.  Such 
also  were  Social  Security  Act  Title  XIX  grants 
toward  the  filling  of  a local  gap  in  public  trans- 
portation, to  help  patients  keep  their  medical 
appointments  if  the  care  was  to  be  paid 
through  Medicaid.  These  programs  were 
aimed  at  specific  need,  be  it  food,  companion- 
ship, or  transportation  rather  than  holistically 
searching  out  and  treating  all  or  any  of  a per- 
son’s key  problems.  They  also  involved  cost- 
ly program  policing  and  a bureaucratic  over- 
head out  of  all  proportion  to  the  dollars  spent 
or  persons  served.  Yet  at  the  same  time  they 
opened  ways  toward  local  advocacy  and 
problem-solving,  such  as,  in  Midlands  Caroli- 
na, a Council  on  Aging  and  now  its  new  ven- 
ture into  NeighborCare. 

A third  phase  would  thus  seem  to  be  now 
emerging  in  the  1 990s,  with  emphasis  on: 

• “Empowerment”  of  ground-level 
persons  and  their  organizations; 

• “Mediating”  ground-level  member- 
ship associations  between  the  people  in  their 
homes  and  our  county-wide  public  and  pri- 
vate organizations; 

• Maximum  local  sharing  in  experi- 
ments and  in  meeting  of  costs; 

• Maximum  staffing  by  pensioner 
volunteers; 

• Openness  to  development  in 
response  to  experience; 

• “Outcome”  rather  than  “output” 
orientation; 

• “Enabling”  to  help  meet  the  most 
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critical  of  the  needs  of  an  older  person  coping 
with  some  disability; 

• Facilitating  treatment  of  “the  whole 
person,”  with  a view  to  fitting  into  whatever 
health  and  human  service  system  this  state 
may  develop; 

• Providing  opportunities  for  a new 
generation  of  medical  students  to  become 
familiar  with  a range  of  help-needing  situa- 
tions and  help-facilitating  services  in  and  near 
a patient’s  home; 

• Providing  an  access  point  and  fol- 
low-up center  for  supportive  services  in  every 
neighborhood;  and, 

• Preparation  for  the  2000s  with  their 
inrush  of  retiring  baby-boomers  with  too 
many  late-life  disabilities  and  with  too  few 
children  to  help  them  care  for  themselves,  but 
with  plenty  of  skills  and  experience  to  put  at 
one  another’s  collective  disposal. 

THE  2000  CHALLENGE 

Can  we  meet  our  growing  aging  problem 
without  overtaxing  our  ability  to  pay?  Here  is 
a South  Carolina  testing  of  the  possibility  of 
taking  advantage  of  resources  at  home  in  our 
neighborhoods,  including  the  ability  of  our 
many  well  elderly  to  help  their  less  able  but 
less  numerous  fellows  live  out  their  lives  in 
their  own  homes  to  the  greatest  extent  possi- 
ble. 

BOTTOM  LINE 

Many  a medical  doctor  finds  himself  caring 


for  an  older  patient  who  has  a chronic  disabil- 
ity but  is  still  able  to  live  at  home  provided 
both  doctor  and  patient  have  easy  access  to  a 
focal  point  for  accessing  and  coordinating 
needed  supportive  services.  This  article 
describes  a South  Carolina  approach  towards 
solving  this  problem.  “I 
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A MATTER  OF  TIME 

It  takes  management  to  enjoy  life.  . . The  shorter  my  possession  of  life,  the  deeper 
and  fuller  I must  make  it. 

— Montaigne 

Time  is  the  nurse  and  breeder  of  all  good. 

— Shakespeare 


This  editorial  purports  to  be  a synopsis  of 
current  time  management  principles,  but  its 
writing  holds  a lesson  in  procrastination.  I've 
been  reluctant  to  proceed  because  of  concern 
that  some  readers  would  deem  it  trite  and 
trivial,  others  as  needless  and  nerdy.  Recently, 
though,  several  persons  have  reassured  me 
that  an  up-beat  piece  about  time  management 
might  be  appropriate  because  of  two  rising 
concerns:  the  "hassle  factor"  in  medical 
practice  and  uncertainties  about  the  destiny  of 
our  profession.  Time  management  can  be 
broadly  understood  as  a practical,  principle- 
centered  approach  to  all  of  life.  Here  goes. 

1.  Have  Written  Unifying  Principles 

.Make  your  rides  of  life  brief 
yet  so  as  to  embrace  the 
fundamentals;  recurrence  to 
them  will  then  suffice  to 
remove  all  ve.xation,  and 
send  you  back  without 
fretting  to  the  duties  to  which 
you  must  return. 

— Marcus  .Aurelius 

Nothing  can  bring  you  peace 
but  yourself.  Nothing  can 
bring  you  peace  but  the 
triumph  of  principles. 

— Emerson 

Formal  courses  in  time  management  are  a 


new  phenomenon,  but  the  basic  tenets  are  as 
old  as  humankind.  Most  of  today's  experts 
agree  that  any  system  should  be  based  on 
unifying  principles  set  in  writing.  Charles  R. 
Hobbs  emphasizes  "the  principle  of  self- 
unification." We  admire  people  who  seem 
"principled" — whose  actions  are  consistent 
and  predictable — e\  en  when  we  dislike  what 
they  do.  Having  written  principles  seems  to 
matter  more  than  what  the  principles  actually 
are.  so  long  as  the\  are  benevolent  and  reflect 
the  highest  standards  of  our  culture.  The  key 
thing  is  to  have  them  in  the  first  place. 

One  might  start,  for  example,  with 
scripture,  the  Rotarx  four-way  test,  the  Boy 
Scout  oath,  or  the  credo  of  an  admired 
personage.  .An  approach  to  writing  your  ow  n 
is  as  follows.  First,  list  your  priorities.  Next, 
write  an  action  statement  about  each  prioritx. 
If  "being  a good  physician"  is  a priority,  then 
"doing  a good  job  in  practice  everx  day"  is 
the  action  statement.  Then,  review  your 
principles  and  make  sure  that  they  are 
mutually  compatible  and  reflect  what  you 
consider  to  be  your  highest  truths.  Write  a 
paragraph  of  clarification  about  each  of  them. 
Rank  them  according  to  your  prioritx’.  Finally, 
rex  iew  them  from  time  to  time  and  evaluate 
the  extent  to  which  you  have  followed 
through  xvith  performance.  .All  of  this  seems 
terribly  basic — and  it  is.  But  lest  we  forget, 
such  great  .Americans  as  Washington. 
Franklin,  and  Fincoln  started  out  early  in  life 
with  written  principles  and  xvent  from  there. 
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2.  Have  Written.  Definite  Goals 

A pilot  and  a fair  wind  are 
necessary  to  a happy  voyage: 
reason  and  art,  to  a happy- 
life. 

— Epictetus 

/ find  the  great  thing  in  this 
world  is  not  so  much  where 
we  stand,  as  in  the  direction 
we  are  moving.  . . 

— Oliver  Wendell  Holmes 

Having  written  goals  is  the  cornerstone  to 
what  might  be  called  modern  time 
management.  Ideally,  goals  should  arise  from 
unifying  principles  and  should  progress 
upwards  from  long-range  (lifetime,  five-year) 
to  intermediate  (one-year,  one  month)  to 
immediate  (daily  or  even  hourly)  aims 
(Figure  1).  Long-range  goals  should  reflect 
one's  fondest  dreams.  Don't  subject  long- 
range  goals  to  reality  testing  early  in  the 
game.  Instead,  try  to  visualize  their 
accomplishment  through  a series  of  smaller, 
specific,  manageable,  and  measureable  action 
steps. 

Remarkably  few  persons  make  a habit  of 


setting  long-term  goals.  However,  people  who 
keep  their  goals  in  writing  seem  to  obtain  a 
disproportionate  share  of  the  good  things  life 
has  to  offer.  One  study  indicated  that  the 
seven  percent  of  college  graduates  who  set 
goals  were  the  top  10  percent  of  wage-earners 
at  20-year  follow-up.  A study  of  physicians 
indicated  that  the  most  successful  usually  had 
written  goals,  while  the  least  successful 
seldom  kept  them.  Ideally,  one  should  set 
goals  in  all  of  the  major  areas  of  life,  built 
around  a major  definite  purpose — a personal 
answer  to  the  question  we  routinely  ask  our 
patients,  “WLy  are  you  here?"  (Figure  2). 

3.  Plan  the  Day 

Let  each  hour  of  the  day  have 
its  allotted  duty,  and  cultivate 
that  power  of  concentration 
which  grows  with  its 
exercise,  so  that  the  attention 
neither  flags  nor  waivers. 

— Osier 

The  secret  of  success  is  comtancy  to 
purpose. 

— Disraeli 


Figure  1.  A time  management  system  should  begin 
with  written  principles  from  which  arise  long-range, 
intermediate,  and  immediate  goals  (after  Hobbs  ). 


Figure  2.  Ideally,  one  should  have  written  goals  in 
all  of  life’s  major  areas,  constructed  around  a major 
definite  purpose. 
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Translating  long-range  goals  into  daily 
action  steps  can  be  especially  frustrating  to 
physicians  because  of  the  frequent,  erratic, 
and  urgent  demands  on  our  time.  Yet  the 
experts  tell  us  that  this  is  key  to  sustained 
success.  The  habit  of  making  a written  plan 
for  each  day  the  night  before  also  protects 
against  insomnia,  much  of  which  is  due  to 
fear  that  we’ll  forget  something.  The  plan 
should  be  slightly  but  not  overly  ambitious 
and  should  allow  Hexibility. 

The  key  is  to  assign  priority  value  to  each 
item  on  our  list.  One  scheme  is  as  follows: 

• “A”  priority:  There  are  three  options:  do  it 
today,  commit  suicide,  or  change  it  to  a “B.” 

• “B”  priority:  Do  it  if  you  can.  but  defer  it 
if  the  time  just  isn't  there. 

• “C”  priority:  Do  it  if  surplus  time  appears 
Linexpectedtly.  Most  action  steps  necessary  to 
our  long-term  goals  actually  fall  in  this 
category.  If  something  remains  undone, 
change  it  to  a “B.” 

• “D”  priority:  Delegate  it  to  someone  else. 

• “E”  priority:  Eliminate  it — from  your  day 
and,  if  possible,  from  your  life. 

Many  people  reject  such  planning  as 
regimentation.  Actually,  though,  it’s 
liberating.  Having  written  goals  enables  us  to 
say  “no”  to  things  that  are  inconsistent  with 
our  goals.  Having  written  action  steps  enables 
us  to  develop  strategies  for  dealing  with  life’s 
numerous  contingencies  such  as  drop-ins, 
call-backs,  and  meetings.  Sir  William  Osier 
urged  a philosophy  of  living  in  "day-tight 
compartments.”  His  days,  however,  were 
replete  with  action  steps  toward  the 
attainment  of  his  long-range  goals. 

4.  Take  the  Long  View 

Cast  thy  bread  upon  the 
waters;  for  thou  shah  find  it 
after  many  days. 

— Ecclesiastes  11:1 

There  is  a history  in  all  men ’s 
lives. 

Figuring  the  nature  of  the 


times  deceased; 

The  which  observed  a man  may 
prophesy. 

With  a near  aim,  of  the  main  chance 
of  things.  . . 

— Shakespeare 

IMPORTANT? 

Yes  No 


Yes 

URGENT? 


No 


A 

B 

C 

D 

Figure  3.  In  which  of  these  quadrants  should  a 
person  put  most  of  his  or  her  time  and  effort  (see 
text)? 

Steven  R.  Covey  suggests  that  we  ask  two 
questions  of  everything  we  do:  ( 1 ) Is  it 
important?  (2)  Is  it  urgent?’  Our  answers  to 
these  questions  assigns  each  activity  into  one 
of  four  quadrants.  Study  Eigure  3.  In  which  of 
the  quadrants  shown  in  Figure  3 should  one 
put  most  of  his  or  her  effort? 

The  usual  response  is  “quadrant  A.”  It 
seems  obvious  that  we  should  put  most  our 
effort  into  matters  that  are  both  urgent  and 
important.  This  is  especially  true  of 
physicians,  since  medicine — arguably  more 
than  any  other  occupation — conditions  us  to 
think  “urgent  and  important.”  But  the  correct 
answer  is  “quadrant  C.”  Time  management 
gurus  advise  us  to  devote  80  percent  of  our 
effort  to  things  that  are  important  but  not 
urgent.  In  “quadrant  C”  fall  such  matters  as 
primary  relationships,  friends,  financial 
planning,  physical  fitness,  satisfying  hobbies, 
and  spiritual  growth.  When  our  lives  are  ruled 
by  “the  tyranny  of  the  immediate”  (and 
whose  isn’t,  to  some  extent?),  we  have 
difficulty  devoting  time  and  effort  to  the 
things  that  matter  most.  The  remedy:  system. 

Try  to  keep  “quadrant  C”  items  before  you 
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on  your  monthly,  daily,  and  weekly  action 
list.  Try  to  make  fewer  and  fewer  things  fall 
into  “quadrant  A.”  Deal  with  “quadrant  B” 
(things  that  are  urgent  but  not  important)  as 
best  you  can.  Try  to  eliminate  “quadrant  D” 
(things  that  are  neither  urgent  nor  important) 
from  your  life  altogether.  Take  the  long  view. 

5.  Study  Time  Management 

Think  of  your  many  years  of 
procrastination;  how  the 
gods  have  repeatedly  granted 
you  further  periods  of  grace, 
of  which  you  have  taken  no 
advantage. 

— Marcus  Aurelius 

Those  who  make  the  worst 
use  of  their  time  are  the  first 
to  complain  of  its  brevity. 

— La  Bruyere 

Most,  if  not  all  of  us  could  vastly  improve 
our  use  of  time  (for  my  part,  1 generally  feel 
that  Tm  about  five  percent  efficent).  But 
studying  time  management  and  seeking  to 
become  more  efficient  and  effective  pays 
enormous  dividends.  What  we  call 
“character”  reflects  having  our  principles,  our 
goals,  and  our  actions  in  sound  alignment.  As 
an  English  professor  recently  put  it. 

Integrity  is  usually  seen  as 
imperviousness  to  fear, 
desire,  and  other  like 
emotions.  But  we  may  see  it 
with  equal  accuracy  as 
superiority  to  present  time 
and  to  the  complex  of 


emotions  whose  only  real 
existence  is  in  the  present.  . . 
The  person  of  integrity  is  a 
continuous  person,  for  whom 
the  present  is  a point  on  a 
line  drawn  out  of  memory 
and  into  the  willed  future.  . 


Private  victory: 
independence 


Public  victory: 
interdependence 


Continue  to 
improve 


Figure  4.  Covey's  ‘ 
people"  reflects  a 
management. 

We  should  continue  to  “sharpen  the  saw,”  as 
Covey  calls  the  last  of  “seven  habits  of  highly 
effective  people”  (Figure  4).  It  goes  without 
saying  that  these  principles  apply  to  us 
collectively  as  well  as  individually.  Our 
profession  will  prosper  to  the  extent  that  each 
of  us  remains  dedicated  to  its  highest 
principles  and  dreams,  plans,  and  acts 
accordingly. 


Be  proactive. 

Start  with  the  end  in  mind. 
Put  first  things  first. 


Think  win-win. 

Synergize  with  others. 
Seek  to  understand;  then 
Seek  to  be  understood. 


Sharpen  the  saw. 


‘seven  habits  of  highly-effective 
svstemmatic  approach  to  time 


— CSB 
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Letters  to  t(;e  Editor 


To  the  Editor: 

Cystic  I'ibrosis  (CF)  is  an  autosomal  reces- 
sive genetic  disease  especially  common  in  the 
Caucasian  population  in  South  Carolina  where 
it  is  estimated  that  one  in  every  25  individuals 
is  a carrier  for  a CF  mutation.  To  date,  over 
.SOO  different  CF  mutations  have  been  identi- 
fied, most  of  which  are  rare.  However,  the 
most  common  mutation,  the  AF508  deletion, 
accounts  for  over  70  percent  of  the  mutations 
in  the  North  American  Caucasian  population. 

Testing  each  potential  mutation  carrier  for 
all  known  mutations  would  be  cost  pro- 
hibitive, so  a panel  of  the  most  common 
mutations  is  generally  used.  Individuals  who 
test  negative  with  these  tests  may  still  carry  a 
rare  mutation.  Patient-specific  carrier  risks 
can  be  calculated  with  Bayesian  analysis  for 
those  who  test  negative.  Such  calculations 
require  an  accurate  estimate  of  the  frequency 
of  each  detectable  mutation  in  the  patient’s 
population.  Although  considerable  differ- 
ences in  frequencies  have  been  observed 
within  fairly  small  geographical  areas  in 
Europe,'  the  mutation  frequencies  within  the 
United  States  are  generally  assumed  to  be 
uniform  within  individual  racial  and  ethnic 
groups.  Few  highly  focused  studies  of  distinct 
geographical  regions  in  the  U.S.  have  been 
reported,  however.  Here  we  present  our 
results  of  testing  for  the  most  common  muta- 
tion (AF508)  in  South  Carolina  patients. 

Patients  affected  with  CF  and  their  immedi- 
ate family  members  were  offered  mutation 
testing  without  cost  through  the  University  of 
South  Carolina  School  of  Medicine  Genetic 
Center  with  support  from  the  March  of 
Dimes.  Testing  was  offered  to  all  participants 
in  South  Carolina  CF  Clinics  through  Clinic 
Directors.  Blood  samples  were  collected  from 
145  subjects  enrolled  from  either  Columbia 
or  Charleston,  South  Carolina. 


Two  independent  polymerase  chain  reaction 
(PC’R)  based  methods  were  used  on  each  sub- 
ject.--’ An  estimate  of  the  frequency  of  AF508 
was  based  on  39  affected  children  and  65  par- 
ents. To  avoid  bias,  only  one  affected  child 
was  included  from  each  family.  Only  one 
black  child  was  identified  in  our  affected  pop- 
ulation and  was  found  to  be  heterozygous  for 
the  AF508  mutation.  This  family  was  exclud- 
ed from  the  analysis  of  the  AF508  frequency 
estimates  for  the  sake  of  comparison  with 
other  studies  in  the  literature. 

Our  data  revealed  that  the  AF508  mutation 
comprises  74  percent  of  the  CF  mutations  in 
this  South  Carolina  population.  These  results 
are  consistent  with  other  estimates  of  the 
AF508  in  the  North  American  Caucasian  pop- 
ulation.'” Further  analysis  showed  the  AF508 
allele  to  be  in  Hardy-Weinberg  equilibrium. 

Accurate  estimates  of  mutation  carrier 
probabilities  are  especially  important  when 
couples  face  reproductive  decisions  precon- 
ceptually  or  consider  the  option  of  prenatal 
diagnosis  for  CF.  Our  findings  provide  reas- 
surance for  South  Carolina  families  undergo- 
ing CF  mutation  analysis  that  the  estimate  of 
mutation  frequency  generally  used  for  U.S. 
Caucasian  patients  is  reasonably  accurate. 

Testing  for  the  single  most  common  cystic 
fibrosis  mutation  revealed  that  the  AF508 
mutation  accounts  for  74  percent  of  the  CF 
mutations  in  South  Carolina  families.  These 
data  compare  well  with  published  data  for  the 
general  U.S.  Caucasian  population,  and  sub- 
stantiate the  applicability  of  carrier  risk  esti- 
mation methods  for  South  Carolina  patients. 
Robert  G.  Best,  Ph.  D* 

James  N.  Mathis,  Ph.  D 
Ketan  Shah.  Ph.  D. 

Robert  Golden,  M.  S. 

*Depailment  of  Ob/Gyn 
use  School  of  Medicine 
Columbia,  SC  29203 
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PHYSICIAN  RESIDENT  ALERT: 

IF  YOU  COULD  USE  OVER  $25,000  A YEAR- 

ANSWER  THIS  AD. 

Here’s  how  it  breaks  clown  - an  annual 
grant,  plus  a monthly  stipend  and  reimburse- 
ment of  approved  educational  expenses. 

You  will  be  part  of  a unique  health  care 
team  where  you  will  find  many  opportunities 
to  continue  your  medical  education,  work  at 
state-of-the-art  facilities,  and  receive  outstand- 
ing benefits. 

So,  if  you  are  a physician  resident  who 
could  use  over  $25,000  a year,  contact  an 
Army  Medical  Counselor  immediately. 


CALI.  COLLFXT 
706-724-7506 


ARMY  MEDICINE.  BE  ALL  YOU  CAN  BEf 


The  U.S.  Army’s  Financial  Assistance 
Program  (FAP)  is  offering  a subsidy  of  over 
$25,000  a year  for  training  in  certain  medical 
specialities. 
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On  tk'  Cozier: 


GEORGE  HP:NRY  BUNCH,  M.  I).  1879-1950 
PRESIDENT,  SCMA  1927 


George  Buneh  was  born  at  Lanhani  Hill, 
Hdgel'ield  County,  on  November  20,  1879.  In 
1891  his  family  moved  to  Columbia  where  he 
reeeived  his  early  edueation,  graduating  from 
the  University  of  South  Carolina  in  1899.  He 
earned  his  M.  D.  from  the  University  of 
Michigan  in  1903. 

After  a brief  practice  in  a Michigan  copper 
mining  community.  Dr.  Bunch  returned  to 
Columbia  where  he  spent  the  remainder  of 
his  life.  After  working  with  Dr.  LeGrand 
Guerry  for  a 10-year  period.  Dr.  Bunch  limit- 
ed his  practice  to  general  surgery.  He  served 
at  various  times  as  chief  of  staff  to  all  of 
Columbia’s  general  hospitals:  Columbia, 
Providence,  and  Baptist.  He  was  honored  by 
his  peers  by  election  to  the  presidency  of  the 
Columbia  Medical  Society,  the  Tri-State 
Medical  Association,  and  the  South  Carolina 
Medical  Association.  His  reputation  was 
widespread,  and  his  ability  was  recognized 
nationally. 


Not  only  did  Dr.  Bunch  maintain  a busy 
medical  practice,  but  he  was  widely  known 
for  his  writings  on  surgical  and  historical  sub- 
jects. He  was  an  avid  tennis  player,  having 
played  only  a few  days  before  his  death.  An 
editorial  in  T/ie  State  at  the  time  of  his  death 
said: 

Dr.  Bunch,  one  of  Columbia's  most 
beloved  citizens,  was  known  not  only  as  a 
surgeon  of  rare  skill  and  excellent  Judge- 
ment, but  as  one  whose  services  were 
available  to  all  people  regardless  of  means, 
race  or  creed....  He  was  the  greatest  ser- 
vant in  surgery  to  the  poor  people  of  South 
Carolina. 

On  February  6,  1950,  Dr.  Bunch  died  as  he 
had  lived — at  the  hospital  where  he  had  gone 
to  attend  a staff  meeting. 

Betty  Newsom 

The  Waring  Historical  Library 
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Thornton  & Thorne  give  the  medical  community  something  to  think  about  this  month. 


THE  BEST  VALUE  IN  DISABILITY  INSURANCE 


As  a member  of  the  SCMA,  you  can  receive  a 25%  premium  discount  on  disability 
insurance  policies  issued  by  the  Connecticut  Mutual  Life  Insurance  Company. 

Connecticut  Mutual’s  premium  will  be  the  lowest  of  any  major  disability  insurer  for 
disability  income  contracts  with  comparable  features  and  benefits.  Rates  are  unisex  so 
males  and  females  pay  the  same  premium. 


$3,000  1 
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Connecticut  Mutual  Company  A Company  B Company  C Company  D 

Age  45 

Own  Occupation 
No  Tobacco  Use 
Monthly  Benefit  $5,000 
Waiting  Period  90  Days 
Benefit  Period  Age  65 


Si* 

I 
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The  premium  on  the  graph  for  Connecticut  Mutual  is  that  available  to  SCMA  members. 
For  the  other  companies,  the  premiums  assume  no  multi-life  discounts.  All  these 
companies  have  discounts  available  if  three  or  more  individuals  from  the  same  practice 
purchase  contracts.  The  discounts  are  usually  in  the  range  of  15%. 

These  premiums  are  believed  to  be  accurate  as  of  February  1,  1994.  Quotes  were 
calculated  for  each  company  using  the  policy  form,  riders,  and  benefits  that  are  most 
directly  comparable.  Some  companies  do  not  use  the  same  occupational  classification 
for  all  physicians.  For  those  companies,  the  classification  granted  to  the  majority  of 
physicians  is  used. 


MAIL  RESPONSE  TO:  Carolina  Physicians  Advisory  Service 

Post  Office  Box  688 
Columbia,  SC  29202-0688 

Please  provide  information  on  discounted  DISABILITY  INSURANCE.. 


Name  Specialty 

Address  City  Zip 

Have  you  used  tobacco  in  the  past  24  months?  YES NO 

DOB  SEX  MONTHLY  BENEFIT  DESIRED  $ 


Views  expressed  herein  are  those  of  the  authors  only  and  in  no  way  represent  the  SCMA.  We  do  not  give  tax  advice.  Only 
your  attorney  and  accountant  are  qualified  to  do  so. 


Carolina  Physicians 
Advisory  Service 


Billy  M.  Thornton 
John  T.  Thorne 


Serving  the  members  of  the  South  Carolina  Medical  Community. 
P.O.  Box  688  • Columbia,  SC  29202  • (803)  254-0002  • Fax  (803)  765-2403 


1 -800-742-3669 


This  is  a time  of  unprecedented  change  for  the  medical  community  — change  that  is  refocusing  our  path 
in  many  ways.  Some  describe  the  sociopolitical  climate  as  being  a jungle  out  there.  You  can  cut  through 
the  tangle  by  becoming  a part  of  the  MEDICAL  ALLIANCE,  your  network  of  physicians’  spouses  dedi- 
cated to  the  health  of  America. 


ONE  CHOICE  - ONE  PLUS 

The  challenges  of  today  give  us  ONE  CHOICE:  to  unite  with  physicians  and  their  spou.ses  in  partnership. 
Members  are  asked  to  combine  county,  state  and  national  dues  into  one  total  so  that  they  become  members 
of  all  levels  of  the  federation.  The  aim  of  the  Membership  Development  Committee  is  recruitment  of  new 
members  and  retention  of  the  valued  current  member.  Early  involvement  for  resident  physicians’/medical 
students’  spouses  encourages  socialization  and  a support  group  to  face  the  challenges  of  the  medical  mar- 
riage during  the  training  years. 

When  the  choice  is  made  to  belong,  one  more  member  can  reach  one  more  child,  can  reach  one  more  leg- 
islator and  can  raise  one  more  dollar  for  medical  education.  Together  we  become  a partnership  in  action!  If 
you  cannot  be  an  “active”  member,  be  an  informed  member  by  supporting  Alliance  activities  with  your 
dues.  Contact  your  county  or  state  medical  society/association  or  alliance/auxiliary. 

ONE  CHOICE  - ONE  VOICE 

There  is  more  power  when  we  speak  with  one  voice  than  when  we  speak  alone.  Our  active  Legislative 
Affairs  Committee  provides  opportunities  to  support  health  system  reform  through  the  political  process. 

ONE  CHOICE  - ONE  ACTION 

One  of  our  most  important  organizational  roles  is  to  educate  the  public  on  health  issues  and  to  promote 
healthy  lifestyles.  Over  250  Health  Promotion  projects  were  undertaken  in  the  state  last  year  with  over 
$53,000  contributed  in  their  support.  We  challenge  our  members  to  make  a commitment  to  a better  quality 
of  life  in  their  community. 


ONE  CHOICE  - ONE  HOUR 

One  hour  of  medical  education  is  calculated  to  cost  $21.03.  We  raised  over  $31,000  through  AMA  Edu- 
cation Research  Eoundation  that  went  primarily  to  our  two  state  medical  schools.  In  addition,  we  supported 
34  $outh  Carolina  medical  scholarships  totaling  over  $26,000. 

Every  physician’s  spouse  is  needed  to  help  make  a difference  on  the  urgent  issues  that  face  medicine. 
Please  join  us  in  making  sure  that  message  gets  to  every  physician’s  spouse  in  the  state.  Urge  them  to  make 
the  one  choice — the  choice  of  membership  in  your  South  Carolina  Medical  Alliance. 

Jeanne  Sabback  (Mrs.  Michael) 

Membership  Committee 
Southern  Regional  Vice  President 


February  1994 


83 


The  Lexus  GS.  Starting  at  $40,370* 


T 


lie  (^S  not  only  rides  smoother** and  corners  better**  than  the  BMW  540i.  hut  it  can  beat  its  [irice 


by  thousands  oi  dollars.  All  of  which  conforms  nicely  with 


the  age-old  business  axiom:  Never  give  the  other  guy  a chance.  Your  Lexus  Dealer.  Pursuing  Perfediun. 


LEXUS  OF  CHARLE.^TON  7519  Riier.s  Ave.  (803l  863-5400 


©/yyj  l.fxtiy  4 [)ii  Mioft  Oj  T"\i’in  \t"lor  Siilet  I S A..  Ini  I etus  reminds  >1*1/  III  near  leni  bells  and  nbe',  nil  speed  Ian  s * Mnnufai  lurer’s  Suggested  Keinil  Priee  excludes  taxes.  Iirenie  and 
nptiiinal  eijuipmeni  Actual  dealer  price  mas  lars  **4  MCI  teriified  tests  «/ ride  comfort  oxer  humps  and  cornering  performance  >'9d  Lexus  CS.  ti-i  fiWU  540u 


SPECIALIZE  IN 
AIR  FORCE  MEDICINE. 

Become  the  dedicated  physician  you 
want  to  be  while  serving  your  country  in 
today’s  Air  Force.  Discover  the  tremen- 
dous benefits  of  Air  Force  medicine.  Talk 
to  an  Air  Force  medical  program  manag- 
er about  the  quality  lifestyle  , quality 
benefits  and  30  days  of  vacation  with  pay 
per  year  that  are  part  of  a medical  career 
with  the  Air  Force.  Find  out  how  to  quali- 
fy. Call 

USAF  HEALTH  PROFESSIONS 
TOLL  FREE 
1-800-423-USAF 


Physician 
Follow  through 


It’s  the  professional  edge 
in  patient  satisfaction  and 
medicine  compliance. 


Prescribing  the  right  medicine 
isn’t  enotigh.  It’s  important  to 
follow  through  and  explain 
how  and  when  to  take  it, 
precautions  and  side  effects. 


The  National  Cotmcil  on 
Patient  Information  and 
Education  (NCPIE)  has  free 
materials  to  help  yon  talk 
about  prescriptions. 


Yes!  Please  send  me  free  information  on  patient 
medicine  counseling.  (Please  Print) 


Precious  Life 


Not  too  many  years  ago,  this  nurse 
was  a patient  at  St.  Jude  Children’s 
Research  Hospital.  She  fought  a tough 
battle  with  childhood  cancer.  And  won. 

Now  married  and  with  a child  of  her 
own,  she  has  returned  to  St.  Jude  Hospi- 
tal to  care  for  cancer-stricken  children. 

Until  every  child  can  be  saved,  our 
scientists  and  doctors  must  continue 


their  research  in  a race  against  time. 

To  find  out  more,  write  St.  Jude 
Hospital,  P.O.  Box  3704,  Memphis,  TN 
38103,  or  call  1-800-877-5833. 


ST  JUDE  CHILDREN'S 
RESEARCH  HOSPITAL 

Danny  Thomas,  Founder 
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Best  Prices  & Selection  in  S.C. 


Deville  Concours 


24  MONTH  Lease 


‘First  month's  lease  payment  of  S539.10,  plus  S550  refundable  security 
deposit  and  consumer  down  payment  of  $3,000,  plus  title,  taxes  and  tags, 
for  a total  ofS5078.60  due  at  lease  signing.  Insurance  Is  extra.  You  must 
take  retail  delivery  out  of  dealer  stock.  GMAC  must  approve  lease.  Example 
based  on  a 1994  Deville  Concours:  $37,906  MSRP  including  destination 
charge.  Monthly  payment  based  on  capitalized  cost  of  $36,695  for  a lotal  of 
monthly  payments  of  $12,938.40.  Your  payments  may  be  higher  or  lower. 
Optloh  to  purchase  at  lease  end  for  $23,680.78.  Mileage  charge  of  $.10  per 
mile  over  30.000.  Lessee  pays  fore  excessive  wear  and  use. 


'94  Eldorado  TC 


24  MONTH  LEASE 


“First  month's  lease  payment  of  $585,  plus  $600  refundable  security  and 
consumer  down  payment  of  $3,000  plus  taxes,  title  and  tags,  for  a total  of 
$4,204.12  due  at  lease  signing.  You  must  take  retail  delivery  out  of  dealer 
stock.  GMAC  must  approve  lease.  Example  based  on  a 1994  Eldorado 
Touring  Coupe:  $42,307  MSRP  Including  destination  charge.  Monthly  payment 
based  on  capitalized  cost  of  $38,700  lor  a total  of  monthly  payments  of 
$14,040.  Option  to  purchase  at  lease  end  for  $26,230.34.  Mileage  charge  of 
$.  1 0 per  mile  over  30.000.  Lessee  pays  for  excessive  wear  and  use. 


Cadi  llac, 

Creaxiisg  a.  Higher  Sxaindard 


1 


Jim  Moore 
Cadillac 


2222  Main  Street,  Columbia,  SC 
Hours:  Mon-Fri  8:30-6:00,  Sat  9:30-5:00 

779-3812 


classifi&Is 


ur(;knt  care  medicine,  (;reen- 

VILLE:  Excellent  lull-time  and  part-time 
opportunities  in  we  1 1 -staffed,  well-equipped 
Urgent  Care  Facility  for  the  right  physicians 
experienced  in  Urgent  Care  and/or  Occupa- 
tional Medicine.  FLEXIBLE  HOURS;  NO 
ALL  NIGHT  DUTY.  Attractive  wage  plus 
fringes.  Beautiful  upstate  cultural  center  with 
premier  golf  courses,  mountains  and  lakes. 
S('/u/  CV  to:  Urgent  Care,  PO  Box  26598, 
Greenville,  SC  29616. 

ORANGEBURG  AND  CALHOUN 
COUNTIES  have  practice  opportunities  for 
graduating  residentsVfellows  and  experienced 
practitioners  in  the  following  specialties: 
Allergy  & Immunology,  Dermatology,  Emer- 
gency Medicine,  Family  Praetice,  Internal 
Medicine,  Orthopedic  Surgery,  Rheumatolo- 
gy, and  Urology.  Practice  incentives  and  relo- 
cation assistance  are  available.  Contact  Dr. 
Chermol,  The  Regional  Medical  Center,  (800) 
866-6045. 


POSITIONS  AVAILABLE,  NASHVILLE, 
TENNESSEE:  Two  full-time  BE/BC  physi- 
cians are  needed  to  staff  one  of  Baptist  Con- 
venient Care’s  five  urgent  care  centers. 
Schedules  will  be  arranged  in  13-hour  shifts 
with  a minimum  of  40  hours  per  week.  We 
offer  a competitive  salary  and  benefits  pack- 
age which  includes  $70  an  hour,  two  weeks 
paid  vacation,  40  hours  paid  CME,  malprac- 
tice coverage  2M/4M,  health  insurance,  profit 
sharing.  For  more  information,  contact  Sylvia 
Parker,  Vice  President  of  Operations,  or 
Robert  Hutton,  MD,  FACER  Medical  Direc- 
tor, at  260IP  Elm  Hill  Pike,  Nashville,  TN, 
37214,  or  call  (615)  883-7790. 

WANTED:  Used  medical  or  dental  equip- 
ment and  office  samples  for  mission  trips 
abroad.  Samples  can  be  in  or  out  of  date. 
Don't  let  it  go  to  waste!  Tax  letters  available 
from  charitable  organization.  Call  or  write; 
James  M.  Twomhley  M.  D.,  712  N.  2nd 
Avenue,  Dillon,  SC  29536,  803-774-1165  or 
803-774-3841  (home). 


Be^opt, 


Of  An  OPEumoN  Urn'll 
Make  You  Feei  Beher 


As  an  Air  Force  Reserve  physician,  you'll  expe- 
rience all  the  rewards  of  providing  care.  And 
then  some.  Because  as  part  of  our  nation's  vital 
defense  team,  you'll  help  protect  the  strength 
and  pride  of  America.  In  the  Air  Force  Reserve, 
you'll  feel  the  excitement  a change  of  pace 
brings  as  you  gain  the  prestige  of  military  rank 
and  the  privilege  of  working  with  some  of 
the  world's  best  medical  professionals — in  a 
program  that's  flexible  enough  to  fit  your 
schedule.  The  Air  Force  Reserve.  It's  a great 
way  to  serve. 

Call:  (803)566-4910 
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AIR  FORa  RESERVE 


DEWEES  ISLAND, 
A PRIVATE 
OCEANFRONT 
RETREAT 
TO  CALL 
YOUR  OWN... 
MINUTES  FROM 
CHARLESTON,  SC 


T ocated  only  a nme-ininute  ferr^'  ride  north  of  the 
^ Isle  ot  Palms  lies  one  of  the  Souths  last  barrier 
islands  available  for  development. . .Dewees  Island. 

This  boat-access  island  is  unique  in  a variety  of 
ways... a clean,  wide  beach  stretches  for  over  2!d  miles, 
development  plans  careflilly  protect  the  islands  natural 
environment,  transportation  is  restricted  to  electric 
vehicles,  and  a property  owners  ferry  runs  round  the 
clock.  In  addition,  environmental  covenants  limit  the 


number  ot  homes  on  the  1, 206-acre  island  to  only  150. 

The  location  ot  the  island  is  extraordinary. . .its 
pristine  surroundings  are  perfect  for  fresh  & saltwater 
fishing,  crabbing,  shrimping,  and  oystering,  yet  its  just 
minutes  to  downtown  Charleston  and  the  Charleston 
International  Airport.  It  truly  is  an  island  like  nowhere 
else  in  the  world. 

Come  explore  this  private,  oceanfront  retreat. . .but 
don’t  wait  too  long.  Over  30  percent  of  the  available 
sites  have  been  sold. 

Prices  start  at  $150,000, 
with  2-acre  oceanfront 
lots  from  $315,000. 

Call  1-800-444-7352 
or  (803)  886-8783. 

Pat  Ross.  Broker-ln-Charge 
Dewees  Island  Real  Estate.  Inc. 

Obtain  the  property  report  required  by 
federal  law  and  read  it  before  signing  any- 
thing. No  federal  agency  has  judged  the 
merits  or  value,  if  any,  of  this  property 


Dewees 

ISEAND 


A PRIVATt.  OCtANFRONT 
ISLAND  RETREAT 
DEDICATED  TO 

NVIRONMENTAL  PRESERVATION 


I lo  used  to  come  to  you  with  skinned  knees  ;ihJ;i  rremhlin^  ^ 
lip.  Milking  it  herrer  rook  just  a hu^  and  a reassurinjj;  kiss. 

Bur  he’s  tdder  now.  And  lately  he’s  heeir  harder  to  reach. 

Adolescence  cair  he  a rrouhlinsj;  rime  tor  teeira^ers.  The  U.S.  ' 

Institute  tor  Metrral  Health  estimates  12  million  childrett  and 
adolescents  have  diapnosahle  emotional  di.sorders.  That  includes 
depression,  eatinp;  di.sorders  and  suhstance  abuse. 

Yet  you  still  can  make  lite  hetter  tor  yvuir  teen.  'We  encourage 
you  to  call  Richland  Sprinys  ot  Richland  Memorial  1 lospital. 

Richland  Sprint^s  otters  comprehensive  psychiatric  care  that  t' 

pives  youny  adults  the  attention  and  support  they  need.  Our  adi)leS'  ‘ ' 

cerit  propiram  includes  inpatient,  outpatient  and  day  treatment. 

And  we  inwdx'e  parents  at  every  step  ot  recovery. 

It  your  chikJ  needs  assistance,  call  Richland  Springs  at  (803)  434'4800. 

We  have  a 24daour  tree  consultation  and 
cwaluation  service  tc'i  address  your  conca 
Richland  Springs.  It’s  where  tamilie: 
/■  hope  and  healing. 


ELEVEN  RICHLAND  MEDICAL  PARK  • COLUMBIA,  SC  29203-6897 
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SPECIAL  ISSUE:  CURRENT  ISSUES  IN 
PSYCHIATRY,  PART  2 

GUEST  EDITOR:  ROBERT  N.  MILLING,  M.  D. 


...a  promise  to 
defend.,. 


HERE  ARE  THE  FACTS:  Over  25%  of  America’s  Physicians  were  em- 
broiled in  a malpractice  issue  in  the  last  12  months.  More  than  80%  of 
those  malpractice  allegations  will  be  closed  without  an  award  for  dam- 
ages. Your  professional  reputation  and  your  personal  assets  are  on  the 
line  when  your  professional  liability  carrier  is  not  both  financially  sound 
and  experienced  in  the  law  and  the  judicial  system. 

WHEN  THE  ISSUES  ARE  LEGAL,  NOT  MEDICAL— when  the  allegations 
are  frivolous,  or  highly  emotional — you  need  a company  and  legal  repre- 
sentation that  understands  the  problem  and  has  the  experience  to  resolve 
the  issue.  The  Medical  Protective  Company  has  specialized  in  defending 
doctors  since  1899.  Our  legal  and  claims  management  experience  is 
unmatched  by  any  other  insurer  in  the  U.S. 


FOR  MORE  INFORMATION  on  how  we  can  protect  your  professional 
reputation  and  your  personal  assets,  call  your  local  Medical  Protective 
General  Agent  at  1-800-344-1899. 


S^rofessional  protection  Exclusively  since  1SSQ 


A+  (Superior)  A.  M.  Best 
AA  (Excellent)  Standard  and  Poor’s 


Brought  to  you  by 

the  recognized  experts  in  electronic  claims  filing 

Companion  Technologies 

Your  single  source  for  office  automation 


Call  our  Nationwide  Toll-free  Sales  Number:  1-800-382-PAID  (7243)  Locally,  dial  699-2625  Fax:  803-699-2384 

IBM®  and  PS/2®  are  registered  trademarks  of  International  Business  Machines  Corporation. 

The  Medical  Manager®  Is  a registered  trademark  of  Personalized  Programming,  Inc. 


m/o/v 


The  Medical 

\ Office 
Management 


System 


It’s  a difTicult  balancii'tg  act  — offering  your 
"liatients  expert  medical  care  and  efficiently 
managing  your  pffice.  Why  should  you  have  to 
worry  about  Jxvth?  Call  in  the  perfect  business 
partner  — Companion  Technologies. 


• Electronically  posts  Medicare  remit- 
tances — no  more  tedious  manual 
posting! 


• Handles  your  accounts  receivable 
billing  and  secondary  insurance 


• Offers  advanced  features  for  medical 
records,  collections  and  lab  system 
interfaces 


• And  much  more! 

Companion  Technologies  has  electronically 
paved  the  way  for  improved  office  efficiency 
since  the  1960s  and  now  has  more  than  2,500 

computer  systems  nationwide.  As  an  IBM' 
Business  Partner,  we  also  feature  the  reliable 
excellence  of  the  complete  PS/2  family  of 
products.  Call  Companion  Technologies  today. 
Let  us  help  you  manage  your  office,  so  you  can 
help  your  patients. 


PAip'lA^  Plus,  our  private  label  version  of  the 
p^Iiular  Medical  Manager®  office  automation 
^system,  is  the  only  system  you  need.  It: 


• Helps  manage  your  practice,  from 
scheduling  appointments  to  maintain- 
ing detailed  patient  notes 


• Electronicallv  files  claims  and  features 
NEIC  capabiiitv  for  COMMERCIAL 
CLAIMS 


It’s  the  professional  edge 
in  patient  satisfaction  and 
medicine  compliance. 


Prescribing  the  right  medicine 
isn’t  enough.  It’s  important  to 
follow  through  and  explain 
how  and  when  to  take  it, 
precatitions  and  side  effects. 


The  National  Council  on 
Patient  Information  and 
Education  (NCPIE)  has  free 
materials  to  help  you  talk 
about  prescriptions. 


Yes:  Please  send  me  free  information  on  patient 
medicine  counseling.  (Please  Print) 


Name 


Addres.s 


Physician 

lOWTH  ROUGH 


PRESERVE  YOUR  OPTIONS 


In  the  Columbia  Medical  Society’s  February  issue  of  The  Recorder,  Lynn  Bailey  discusses  the 
evolutionary  demise  of  the  hospital  medical  staff  as  currently  structured.  This  thought-provoking 
article  reviews  a postulated  physician  hierarchy  of  loyalty.  “Physicians  are  first  and  foremost 
loyal  to  their  patients  and  their  profession.  Second,  physicians  are  loyal  to  their  individual  prac- 
tices and  their  own  employees.  Third,  physicians  are  loyal  to  their  specialty,  its  organization  and 
structure.  Fourth,  physicians  are  loyal  to  their  own  personal  and  financial  well-being.  Lastly, 
physicians  are  loyal  to  the  hospital.” 

Regardless  of  what  happens  on  a national  level  with  respect  to  health  system  reform,  many 
changes  are  already  in  progress.  As  relationships  between  physicians,  hospitals,  insurance  com- 
panies and  patients  evolve,  physicians’  organizations  have  the  potential  to  assume  increased 
importance.  They  present  a mechanism  to  provide  input  to  help  direct  change.  They  will  also  pro- 
vide a vehicle  for  unified  interaction  with  the  other  components  of  the  health  care  system. 

Never  one  to  comfortably  predict  physician  behavior,  I am  still  puzzled  that  there  are  over  600 
physicians  who  were  members  of  the  SCMA  last  year  who  have  not  yet  renewed  their  member- 
ship. In  addition  to  pointing  out  this  oversight  of  some  of  our  members,  I would  like  to  suggest 
that  if  anyone  of  you  identifies  someone  who  was  not  a member  last  year,  please  educate  your 
colleague  to  the  importance  of  participation. 


Edward  W.  Catalano,  M.  D. 
President 
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SPECIAL  ISSUE:  CURRENT  ISSUES  IN  PSYCHIATRY 
PART  2:  INTRODUCTION  AND  COVER  STORY 


GUEST  EDITOR:  ROBERT  N.  MILLING,  M.  D.* 


This  is  the  second  part  of  a two  part  special 
edition  of  The  Journal  on  psychiatry  in  South 
Carolina.  The  number  of  worthwhile  papers 
has  exceeded  the  capacity  of  these  two 
special  issues  to  publish  all  of  them,  so  they 
will  be  appearing  scattered  in  subsequent 
issues  of  The  Journal.  The  outpouring  of 
papers  is  reflective  of  the  impact  on  scholarly 
activity  of  the  two  institutes  illustrated  on  our 
cover.  Because  of  clinical  service  delivered  in 
an  atmosphere  of  training  and  research,  there 
is  bound  to  be  an  increase  in  quantity  and 
quality  of  professional  services  rendered  to 
the  mentally  ill  in  South  Carolina.  These 
issues  of  The  Journal  illustrate  that  psychiatry 
is  alive,  well,  vital  and  flourishing  in  our 
state. 

1 want  to  thank  the  authors  and  reviewers  of 
these  articles,  the  Editor  of  The  Journal, 
Charles  Bryan,  M.  D.,  our  Managing  Editor, 
Ms.  Joy  Drennen,  as  welt  as  the  staff  of  the 
Institute  of  Psychiatry  in  Charleston,  and 
Betty  Young  Newsom  at  the  Waring  Library, 
for  their  invaluable  assistance  and  support. 

Pictured  on  Part  1 of  the  psychiatry  issues 
of  The  Journal  was  the  Mills  Building  in 
Columbia,  an  eloquent  early  19th  century 
architectural  statement  on  the  treatment  of  the 


*WilIiam  S.  Hall  Institute.  PO  Box  202,  Columbia,  SC 
29202. 


mentally  ill.  The  cover  of  this  issue  features 
two  other  architectural  pronouncements  on 
psychiatric  treatment,  the  Institute  of  Psychia- 
try in  Charleston  and  the  William  S.  Hall  Psy- 
chiatric Institute  in  Columbia. 

The  Hall  Institute  (top),  completed  in  1964, 
was  legislatively  mandated  in  June  1965  to 
“be  maintained  as  a teaching  hospital  for  the 
primary  purposes  of  training  mental  health 
personnel  and  psychiatric  research."’  The  Hall 
Institute  was  a vision  of  William  S.  Hall,  a 
long  time  Commissioner  of  Mental  Health  in 
South  Carolina  for  whom  it  is  named.  The 
William  S.  Hall  Psychiatric  Institute  was  orig- 
inally constructed  to  be  a state-of-the-art 
admissions  and  exit  unit  for  the  South  Caroli- 
na State  Hospital,  with  segregated  units  for 
men  and  women  admissions  on  the  second 
Boor,  intermediate  sex  segregated  treatment 
units  on  the  first  floor,  and  cottages  which 
were  to  be  residential  treatment  units  for 
patients  exiting  from  the  facility  with  live  in 
and  work  out  situations. 

When  the  psychiatry  residency  program  at 
the  South  Carolina  Hospital  got  into  accredita- 
tion trouble  because  service  demands  over- 
whelmed training  needs,  the  decision  was 
made  to  set  aside  the  Institute  as  a special 
place  for  training  and  research.  With  the  estab- 
lishment of  the  use  School  of  Medicine,  the 
Institute  with  its  director  as  chairman  of  the 
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Dcparlmcnl  of  Nciiropsychialry  and  Behavior- 
ial  Scliieiice  bccaiiic  an  imporlanl  Ibrcc  in 
lisychiatric  cdiicalion  of  liiUiie  Sonlh  C'arolina 
physicians.  It  runclioned  largely  protected 
I'rom  heavy  service  demands  until  the  .liistice 
Department  sued  the  South  Carolina  Depart- 
ment of  Mental  Health  for  jiroblems  in  patient 
eare  at  the  South  Carolina  State  Hospital.  FT 
Fuller  'Forey,  contrasting  the  treatment  por- 
grams  at  South  Carolina  State  Hospital,  and 
William  S.  Hall  said  there  was  heaven  on  one 
side  of  the  street  and  hell  on  the  other. 

The  Commissioner  of  the  South  Carolina 
Department  of  Mental  Health.  Dr.  Joseph 
Bevilacqua,  decided  then  to  move  the  chil- 
dren’s services  and  I'orensie  services  to  the 
Hall  Institute.  Since  then,  the  services  to 
these  areas  have  been  greatly  enhanced.  The 
inpatient  populations  have  dropped  dramati- 
cally and  the  training  programs  have  been 
expanded.  The  child  residency  training  pro- 
gram established  in  the  mid  60s  has  expanded 
to  accommodate  eight  Full-time  residents  in 
child  psychiatry,  and  a forensic  fellowship 
program  graduating  two  forensic  fellows  a 
year  has  been  added  to  the  fully  accredited 
psychiatric  training  programs  at  the  Institute. 

From  being  almost  totally  funded  by  state 
funds  five  years  ago,  the  Institute  now  gener- 
ates 40  percent  of  the  revenue  needed  to  run 
its  inpatient,  outpatient,  and  research  pro- 
grams. The  current  mission  of  the  Institute — 
clinical  service,  training,  research,  systems 
development,  and  revenue  enhancement — is 
being  accomplished  in  its  clinical  divisions 
and  special  departments. 

In  addition  to  inpatient  and  outpatient  ser- 
vices in  general  adult  psychiatry,  child  psy- 
chiatry and  forensic  psychiatry,  there  are  spe- 
cial programs  such  as  the  A-Team 
(Alzheimer’s  Day  Care  Program),  the  Outpa- 
tient Diagnostic  Nursery  for  young  children 
under  age  six,  the  Abuse  Recovery  Center  for 
sexually  and  physically  abused  children 
which  is  operated  under  the  auspices  of  the 
Department  of  Pediatrics  of  the  USC  School 
of  Medicine,  the  Hall  Institute,  and  the  Con- 
tinuing Education  and  Staff  Development  and 


Training  Division  which  offers  a number  of 
training  programs  and  symposia  for  training 
mental  health  professionals  throughout  the 
year,  d herc  are  training  programs  for  other 
disciplines  including  internships  in  clinical 
psychology,  activities  therapy,  and  clinical 
pastoral  training  as  well  as  rotations  in  psy- 
chiatry for  student  nurses  from  a variety  of 
sites  and  field  placements  for  psychiatry 
social  workers. 

Dr.  Larry  Faulkner,  who  serves  jointly  as 
Chairman  of  the  Department  of  Neuropsychi- 
atry and  Behavioral  Science  at  the  USC 
School  of  Medicine  and  Director  of  the 
William  S.  Hall  Psychiatric  Institute,  is  active- 
ly implementing  the  vision  of  a Blue  Ribbon 
Panel  on  the  future  of  the  William  S.  Hall  Psy- 
chiatric Institute  to  make  it  an  institute  with- 
out walls  serving  the  people  and  the  state  of 
South  Carolina.  Under  his  leadership,  a phi- 
losophy of  total  quality  management  is 
becoming  a part  of  the  day-to-day  life  of  the 
Institute  as  it  continues  in  active  partnership 
with  the  South  Carolina  Department  of  Mental 
Health  and  the  Department  of  Neuropsychia- 
try and  Behavioral  Science  at  the  USC  School 
of  Medicine  to  proceed  with  its  mission. 

In  Charleston  in  the  spring  of  1988,  the 
Institute  of  Psychiatry  at  MUSC  (bottom) 
became  a dream  made  real.  First  envisioned 
by  the  then  Psychiatry  Department  Chairman 
and  now  Medical  School  Dean,  Dr.  Layton 
McCurdy,  the  vision  became  a reality  on  the 
insistence  and  perseverance  of  now  Chairman, 
Dr.  James  Ballenger.  At  the  groundbreaking 
ceremony.  Dr.  James  Edwards,  MUSC  Presi- 
dent, described  the  goals  of  the  Institute:  “Our 
number  one  priority  is  to  improve  services,  to 
assure  the  delivery  of  quality  patient  care,  and 
to  maintain  optimum  training  and  education  in 
the  health  professions.” 

The  75,000  square  foot  Institute  of  Psychia- 
try houses  psychiatry  inpatient  services  for  67 
patients,  clinical  research  space,  basic  science 
laboratories  with  teaching  facilities  which 
include  classrooms  and  a 165  seat  auditori- 
um. Unique  in  appearance,  the  Institute  of 
Psychiatry  is  designed  with  a serpentine 
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curve  along  the  east  wall  to  reduce  institu- 
tional appearance.  The  interior  courtyard, 
landscaped  and  furnished  to  resemble  an  Old 
Charleston  garden,  blends  the  Institute  into  its 
downtown  Charleston  location. 

Programs  offered  include  specialty  pro- 
grams for  adult  inpatient  treatment  of  anxiety 
disorders,  eating  disorders,  dual  diagnoses 
and  geropsychiatric  problems.  There  are  clin- 
ical neurobiological  laboratories  to  support 
clinieal  research  programs  related  to  these 
problems.  There  is  a special  area  devoted  to 
the  treatment  resistant  patient.  Additionally, 
there  is  a broad  range  of  outpatient  research 
services  including  treatment  for  anxiety  dis- 
orders, substance  abuse,  weight  reduction  and 
maintenance,  and  specially  designed  services 
for  children.  Most  recently,  in  collaboration 
with  the  Department  of  Pediatrics,  the  depart- 
ment established  a division  of  pediatric  psy- 
chiatry which  addresses  the  psychological 
and  psychiatric  needs  of  children  suffering 
from  medieal  illness  such  as  cancer  or  juve- 
nile onset  diabetes.  The  department  is  also 
developing  a treatment  and  educational  pro- 
gram for  women  which  deals  with  problems 
such  as  post-partum  depression  and  premen- 
strual syndrome.  The  Institute  of  Psychiatry 
contains  clinical  neurobiological  laboratories 
that  can  measure  pertinent  neurochemicals 
that  are  involved  in  psychiatrie  illnesses.  The 
seven  additional  basic  science  laboratories  in 
the  Institute’s  research  wing  also  enable 
researchers  to  pursue  neurobiological  studies 


that  are  pertinent  to  a basic  understanding  of 
psychiatric  illness  enhancing  the  treatment  of 
patients  at  the  Institute. 

Continuing  its  move  into  the  psychiatry  of 
the  future,  the  Institute  is  adding  space  for  the 
Center  for  Drug  and  Alcohol  programs.  This 
center  is  funded  in  part  by  a construction 
grant  from  the  National  Institute  of  Drug 
Abuse,  one  of  only  two  such  grants  awarded 
in  the  country.  The  CDAP  facility  was 
designed  after  the  model  utilized  by  the 
National  Institute  of  Mental  Health  which 
philosophically  believes  that  the  development 
of  new  and  effective  treatment  is  facilitated 
and  clinical  treatment  and  research  and  basic 
science  research  are  integrated. 

These  two  fine  institutes  are  doing  much  to 
actively  treat  the  mentally  ill,  to  train  mental 
health  professionals,  to  do  research  in  the 
diagnosis  and  treatment  of  the  mentally  ill, 
and  to  develop  treatment  delivery  systems 
and  treatment  models  that  will  better  serve 
South  Carolina  in  the  future. 
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INTENSIVE  OUTPATIENT  INTERVENTION 
REDUCES  NEED  FOR  INPATIENT  CARE  OF 
CHRONICALLY  PSYCHOTIC  PATIENTS 

ALBERTO  B.  SANTOS,  M.  D.  * 

PAUL  A.  DECI,  M.  D. 

SCOTT  D.  CHRISTIE,  M.  D. 

THOMAS  G.  HIERS,  PH.  D. 

D.  WALTER  HIOTT,  M.  D. 


The  care  of  adults  with  chronic  psychotic  dis- 
orders continues  to  be  one  of  society’s  great- 
est challenges  in  that  these  patients  consume 
a significant  portion  of  health  care,  judicial, 
law  enforcement,  and  social  resources.  One 
particular  approach  to  this  population  has 

received  considerable  attention  in  the  scien- 

1-20 

titic  literature.  The  approach  has  been  vari- 
ously termed  Training  in  Community  Liv- 
ing,-'* Program  of  Assertive  Community 
Treatment  (PACT  or  ACT),^^  or  Continuous 
Treatment  Teams.**'"  The  approach  has  dis- 
seminated rapidly  in  recent  years  with 
approximately  300  ACT  teams  currently 
operating  in  28  states  in  the  U.  S. 

PACT  was  developed  by  the  clinical  staff  of 
a state  psychiatric  hospital  after  recognizing 
that  patients  with  chronic  psychoses  were  not 
capable  of  navigating  the  maze  of  mental 
health  outpatient  referrals.  They  conceptual- 
ized an  aftercare  system  which  allowed  a 
team  of  clinicians  to  follow  their  patients  in  a 
flexible  manner  on  a long-term  basis.  In 
effect,  they  shifted  the  work  site  of  the  psy- 
chiatric hospital  treatment  team  from  the 
inpatient  setting  to  the  patients’  homes  and 
neighborhood.'  - 

There  are  many  similarities  between  the 
organizational  structure  and  procedures  of 
PACT  teams  and  hospital-based  psychiatric 

*Address  correspondence  to  Alberto  B.  Santos.  M.  D., 

Associate  Professor  of  Psychiatry,  Medical  University 
of  South  Carolina,  171  Ashley  Avenue,  Charleston,  SC 
29425. 


teams:  there  are  daily  rounds,  a multidisci- 
plinary treatment  team,  and  an  organizational 
hierarchy.  In  effect.  PACT  functions  as  a 
community-based,  high  intensity  program  of 
clinical  support  and  treatment,  or  a “hospital 
without  walls.”  The  multidisciplinary  team 
includes  psychiatrists,  nurses,  social  workers, 
and  administrative  personnel  for  a shared 
caseload  of  patients.  Services  are  provided 
24-hours  a day,  every  day  of  the  year.  Table  1 
highlights  differences  between  ACT  and  tra- 
ditional aftercare  services. 

Over  75  percent  of  staff  time  is  spent  in  the 
“field”  monitoring  medication  effects  and 
compliance;  facilitating  access  to  basic 
resources  for  shelter,  clothing,  food,  and  gener- 
al health  care;  teaching  and  reinforcing  essen- 
tial skills  such  as  using  public  transportation, 
budgeting,  shopping,  cooking,  laundry,  and 
house  cleaning;  and  educating  and  maintaining 
awareness  of  each  patient’s  support  network." 
The  team  provides  financial  management  and 
other  individualized  services  such  as  the  use  of 
sign  language  for  deaf  patients.  Patients  who 
are  living  in  institutional  settings  such  as  a 
hospital  or  board-and-care  facilities  at  the  time 
of  admission  are  moved  to  more  independent 
settings  such  as  an  apartment  alone  or  with  a 
roommate.  To  this  end.  the  staff  assists  patients 
in  locating  housing  and  acts  as  intermediaries 
between  patients  and  landlords.  Patients  are 
placed  in  supervised  group  settings  only  after 
intensive  efforts  fail  to  develop  more  indepen- 
dent living  arrangements. 
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1 ABI.K  1 

DIFFKKKNCES  l{F;rVVEF,N  I K AI)H  lONAF  .SYS  I FMS  AND  I'KOtiRAMS  FOR  ASSFR 1 IVF 

tOMMlINI  I V I RFA  IMFN  I 

Vsiriahle  rradilional  .Systems  Assertive  C(»mnuinit\  rreutnient 

'I'rcatmenI  Site 

In  a clinic  or  hospital 

In  the  field 

Kehahilitalion 

“Iti-vitro” 

‘‘In-vivo’’ 

Treatment 

Focused  (psychotherairy,  medication) 

Total  care;  Flexible  and  individualized 

Provider 

Individual  clinician 

Team  ( 1 2 people) 

Stari/Palieni  Ratio 

1 :.S()  clinical  staff  to  patient  ratio 

12:20  (1:10)  clinical  staff  to  patient  ratio 

Staff  Availability 

fraditional  office  hours  + ER  visits 

Team  available  24  hours/day,  7 days/week 

Frei|uency  of  Contact 

Monthly 

1 -3  days  in  most  cases  (25%  daily) 

Family  Contact 

Occasional 

Freciuent  (weekly  in  most  cases) 

Patient  Medication 

Responsibility  of  patient  and  family 

Responsibility  of  staff;  can  be  admin- 
istered daily 

Housing  Arrangements 

Responsibility  of  patient  and  family 

Responsibility  of  staff 

Case  Management  Function 

Broker  of  service 

Service  provider 

Expectations 

Gradual  approach  from  total  dependency 

Maximize  independence  early;  drop 

to  independent  living 

back  as  necessary 

Resource  Mobilization 

Slight  Effort 

Extensive,  will  take  client  to  service 

The  nature  and  tVequeney  of  staff  eontacts 
are  determined  by  individual  needs.  If  a 
patient  requires  elose  monitoring,  medicine 
can  be  delivered  daily  as  necessary.  At  any 
time,  about  one-third  of  a typical  caseload 
require  intensive  monitoring  (one  to  three 
times  a day),  one-third  require  moderate 
monitoring  (two  to  three  times  a week),  and 
one-third  require  minimal  monitoring  (week- 
ly to  monthly).  In  most  cases  admission  to  a 
psychiatric  hospital  is  limited  to  stabilizing 
patients  who  are  at  risk  of  harming  them- 
selves or  others  and  who  cannot  be  managed 
safely  in  less  secure  settings.  When  a patient 
is  hospitalized  for  psychiatric  or  other  illness- 
es. or  jailed,  a team  member  consults  with  the 
institution’s  staff  daily. 

Controlled  studies  of  the  ACT  approach,  in 
which  treatment  costs  were  measured  and 
patients  at  risk  of  repeated  hospitalizations 
were  randomly  assigned  to  an  experimental 
or  comparison  group.  demonstrate  sig- 
nificantly improved  outcomes  as  a result  of 
the  intervention  compared  to  the  traditional 
hospital  and  office-based  aftercare  system: 

•Impact  on  Symptoms.  ACT  teams  can 
detect  patient  decompensation  at  an  early 
stage.  Evidently  due  to  the  typically  high 
level  of  staff  support,  education,  monitoring 


of  medication  intake,  and  crisis  intervention, 
ACT  subjects  tend  to  be  less  symptomatic 
and  have  fewer  associated  maladaptive 
behaviors  than  patients  treated  in  the  tradi- 
tional care  system  as  measured  at  12  to  15 
months. 

•Impact  on  Functional  and  Residential 
Status.  Due  to  application  of  rehabilitative 
strategies  in  which  skills  training  takes  place 
“in-vivo”  in  the  actual  environment  where  the 
desired  outcome  will  be  measured,  “instru- 
mental functioning”  (i.e.  shopping,  laundry, 
transportation)  is  better  for  the  ACT  group 
than  for  patients  treated  in  the  traditional  care 
system. In  addition.  ACT  subjects  have 
significantly  greater  community  residential 
stability  and  more  autonomous/independent 
accommodations.' 

•Impact  on  Quality  o f Life.  ACT  subjects 
generally  endorse  superior  overall  assessment 
of  quality  of  life  compared  to  patients  man- 
aged in  the  traditional  system.'’ The 
instruments  used  measure  satisfaction  with 
social  and  family  relationships,  daytime  and 
evening  activities,  residential  status,  personal 
safety,  money,  and  overall  health  status. 

•Impact  on  Utilization  of  Services.  All  con- 
trolled studies  demonstrate  that  yearly  inpa- 
tient days  for  psychiatric  treatment  are  lower 
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for  ACT  subjects  compared  to  patients  in  the 
standard  system  at  12  month  follow-up.'-^ 

Also  reported  for  the  ACT  group  are  reduced 
use  of  ambulatory  or  emergency  medical  ser- 
vices'-'^ and  reduced  use  of  the  law  enforce- 
ment and  justice  system.''’ 

EFFECTIVENESS  OF  PACT  IN 
SOUTH  CAROLINA 

There  are  five  PACT  teams  currently  operat- 
ing in  South  Carolina,  one  in  Columbia,  one 
in  Orangeburg,  and  three  in  the  Charleston- 
Dorchester  area  (one  rural,  two  urban-based). 
The  two  urban-based  programs  in  the 
Charleston-Dorchester  area  are  known  locally 
as  the  “Onsite”  and  “Outreach”  PACT  pro- 
grams.''' To  illustrate  the  impact  of  the  inter- 
vention, the  experience  with  the  first  52 
patients  admitted  to  treatment  by  the  “Out- 
reach” program  is  summarized  below. 

Patients  aged  18-65,  with  a principal  DSM 
Ill-R  diagnosis  of  schizophrenia  (N=39,  77 
percent),  or  schizoaffective  disorder  (N=12, 
23  percent)  were  admitted  to  the  program 
during  non-acute  phases  of  their  illnesses. 
Follow-up  data  were  obtained  for  98  percent 
(51/52)  of  the  initial  sample.  Mean  (±  SD) 
age  was  33.4  ± 1 1.77  years;  57  percent  were 
men;  55  percent  were  Caucasian  and  45  per- 
cent were  African  American.  Agency  records 
were  reviewed  to  determine  the  total  and 
average  monthly  number  of  hospital  days  per 
case  for  the  five  years  prior  to  the  ACT 
assignment,  and  for  a minimum  of  one  year 
of  ACT  care  (range,  12-20  months).  The 
mean  (±  SD)  rate  of  hospital  utilization 
decreased  significantly  during  ACT  care, 
from  5.20  ± 6.59  to  0.30  ± E43  days  per 
patient-month  (paired-t=5. 1 , 49  df,  p<().0()()l, 
95  percent  C.I.:2.83-6.56).  The  intervention 
was  associated  with  a 94  percent  reduction  in 
rate  of  hospital  use. 

Residential  status  for  each  patient  was  com- 
pared for  both  periods,  and  described  as:  ( 1 ) 
hospital,  (2)  board  and  care  home,  (3)  family, 
or  (4)  living  independently  (alone  or  with 
roommate).  After  a minimum  of  one  year  of 
experience  in  the  program,  the  number  of 


patients  in  board  and  care  homes  decreased 
from  16  to  two,  and  the  number  of  hospital- 
ized patients  decreased  from  1 1 to  zero.  The 
number  of  patients  living  with  their  families 
changed  only  slightly  from  13  to  10.  Only  one 
patient  moved  to  a more  dependent  arrange- 
ment. The  proportion  of  the  51  patients  living 
independently  increased  3.4-fold  from  21.6 
percent  to  72.5  percent.  Of  the  27  patients 
hospitalized  or  boarded  at  baseline,  22  (82 
percent)  were  living  independently  after  one 
year  in  ACT. 

At  $250  per  day,  public  hospital-based  care 
before  ACT  was  estimated  at  $15,600  per 
patient-year  and,  during  ACT,  at  $900  per 
patient-year.  The  estimated  average  cost  of 
outpatient  care  for  a chronically  psychotic 
adult  patient  in  the  traditional  system  before 
ACT  was  approximately  $3,250  per  year.  The 
cost  of  ACT  services  calculated  for  the  51 
patients  reported  was  estimated  at  $10,400 
per  case-year.  Note  that  the  cost  of  PACT  ser- 
vices is  reduced  by  approximately  50  percent 
when  the  caseload  reaches  its  maximum  level 
of  100-1 10  clients.  The  high  use  of  hospital- 
based  care  before  ACT  had  led  to  high  over- 
all mental  health  care  costs,  at  about  $18,850 
per  patient-year.  The  overall  direct  mental 
health  care  cost  during  PACT  care  was  esti- 
mated at  $11,300  (or  approximately  $6,100 
with  full  caseload).  In  South  Carolina,  most 
of  the  PACT  teams’  work  is  now  reim- 
bursable through  the  rehabilitative  option 
under  Medicaid,  and  these  revenues  can  sup- 
port the  majority  of  recurring  personnel  costs. 

CONCLUSION 

The  research  evidence  is  supportive  of  ACT 
as  a cost-effective  system  for  managing  the 
care  of  persons  afflicted  with  serious  mental 
illnesses  such  as  schizophrenia,  schizoaffec- 
tive, and  bipolar  major  mood  disorders.  It  is  a 
flexible  system  which  offers  an  advantage 
over  long-term  institutional  care  in  that  it 
holds  the  potential  for  community  living. 
Continuous  treatment  (beyond  one  year) 
appears  to  be  necessary  to  sustain  benefits. ■' 
NIMH  funded  studies  currently  underway 
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will  assess  Uic  loiiger-lerm  inipacl  of  ACI'. 
One  sUidy  will  assess  ihe  iinpaet  of  the  inter- 
vention prospeetively  for  12  years."' 

I’he  major  obstaeles  to  the  dissemination  of 
innovative  programs  sueh  as  ACT  are  inflexi- 
ble reimbursement  polieies  of  third-party 
payors  and  resistanee  by  mental  health  pro- 
fessionals to  ehange  traditional  praetiees.  In 
addition,  there  have  been  uneertainties  about 
the  generalizability  and  repix)dueibility  of 
these  and  other  speeifie  innovative  approaeh- 
es  in  eulturally  dissimilar  settings.-"  The  pub- 
lished randomized  eontrolled  trials  of  the 
ACT  approaeh  in  the  LI.  S.  were  based  in 
Wiseonsin,  Miehigan,  Indiana,  and  Califor- 
nia. Preliminary  observations  of  urban  and 
rural  trials  in  South  Carolina  strongly  suggest 
the  effeetiveness  of  the  approach  for  southern 
U.  S.  eommunities. 

ACT  ean  be  considered  a highly  effective, 
comprehensive  approaeh  for  persons  suffer- 
ing from  unstable,  chronic  psychotic  disor- 
ders that  appears  to  promise  a better  chance 
for  a normalized  community  life  than  do  tra- 
ditional alternatives.  The  evident  effective- 
ness and  potential  for  cost-savings  of  such 
programs  make  them  particularly  timely  with 
public  and  private  payors  seeking  to  limit  or 
reduce  direct  health  care  costs,  and  with 
increased  professional  interest  in  more  cost- 
effective  alternatives  to  the  usual  service  sys- 
tem. □ 
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The  care  of  psychiatric  patients  living  in  rural 
areas  remains  a major  challenge  to  the  mental 
health  professions.'  The  lack  of  mental  health 
professionals  in  rural  areas  and  differences 
between  rural  and  urban  life  such  as  mobility, 
accessibility,  communications,  health  expec- 
tations, attitudes  toward  treatment,  means  of 
transportation,  and  basic  community 
resources  affect  the  manner  in  which  services 
can  be  delivered.'  ^'  Specific  recruitment 
strategies  to  attract  professionals  to  rural 
practice  have  not  been  generally  successful. 
With  respect  to  physician  recruitment,  the 
Graduate  Medical  Education  National  Advi- 
sory Committee  has  concluded  that  an  overall 
surplus  of  physicians  will  not  ease  shortages 
in  certain  specialties  in  rural  areas. ^ While  the 
task  of  alleviating  this  shortage  seems  insur- 
mountable, a number  of  medical  schools^  ’’ 
and  a few  residency  training  programs'^ 
have  tailored  their  curricula  so  that  students 
and  residents  are  educated  as  to  the  needs  of 
these  patients  in  an  effort  to  influence  atti- 
tudes toward  rural  practice.  The  psychiatry 
residency  training  program  at  the  Medical 
University  of  South  Carolina  (MUSC)  in 
Charleston,  has  over  the  past  10  years  intro- 
duced several  resident  training  experiences 
involving  services  to  rural  populations  near 
Charleston. 


* From  the  Department  of  Psychiatry  and  Behavioral 
Sciences,  Medical  University  of  South  Carolina  in 
Charleston  and  the  Charleston/Dorchester  Community 
Mental  Flealth  Center. 

**  Address  Correspondence  to  Dr.  Deci  at  the  Depart- 
ment of  Psychiatry  and  Behaviorial  Sciences,  MUSC, 
171  Ashley  Avenue,  Charleston,  SC  29425. 

Supported  in  part  by  NIMH  grants  T2MHI7739. 
R18MH4487,  TIMH19466.  ROIMH46624  and 
R18MH49303. 


The  rural  population  in  the  South  Carolina 
Low  Country  is  predominantly  African-Amer- 
ican, with  high  levels  of  illiteracy,  poor  health, 
and  limited  or  nonexistent  transportation  and 
telephone  services.  Many  are  without  basic 
sanitation,  running  water,  electricity,  and 
indoor  toilets.  Patients  typically  are  unable  to 
follow  complicated  procedures  or  complete 
application  forms  required  for  government 
entitlements  and  other  public  benefits. 

In  rural  South  Carolina,  individuals  with 
grossly  psychotic  behaviors  are  better  tolerat- 
ed than  in  urban  settings.  These  individuals 
often  remain  untreated  within  their  communi- 
ties while  symptomatic  until  their  need  for 
services  necessitates  emergency  attention. 
They  frequently  enter  the  mental  health  sys- 
tem by  commitment  through  the  courts  and 
are  hospitalized  in  Department  of  Mental 
Health  (DMH)  centralized  facilities  in 
Columbia.  When  discharged  back  to  their 
rural  areas  they  are  often  lost  to  follow-up, 
only  to  reappear  in  the  mental  health  system 
during  subsequent  acute  episodes  of  illness. 

Since  1981,  the  Medical  University  of 
South  Carolina  (MUSC)  has  developed  link- 
ages with  area  agencies  to  explore  various 
models  of  servicing  rural  populations.  These 
collaborative  activities  have  been  funded  by 
various  grants  from  the  National  Institute  of 
Mental  Health  (NIMH). 

AN  AFFILIATION  WITH  A RURAL 
CLINIC  (I98I-I985) 

The  population  of  the  isolated  Sea  Islands 
south  of  Charleston  has  been  identified  as 
underserved  for  general  medical  care  by  the 
National  Health  Service  Corps.  Over  5(),()()() 
people  live  in  the  area,  47  percent  of  whom 
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are  Arrican-Aniericaii,  with  a seasonal  inl’lux 
of  1,500  to  2.000  Hispanie  migrant  workers. 
Approximately  66  pereent  of  the  population 
are  elassitied  as  living  at  or  below  the  poverty 
level,  and  70  pereent  are  medieally  indigent. 

'I'he  Sea  Islands  Comprehensive  Health 
Care  Corporation,  a private,  non-prol'it  agen- 
ey,  was  I'ounded  in  1972  to  fill  a void  for 
patients  who  had  previously  been  foreed  to 
travel  30  to  40  miles  to  Charleston  for  medi- 
eal  serviees.  Two  outpatient  elinies  were 
developed,  both  with  pharmaeeutieal  and 
dental  serviees,  and  one  with  an  adjoining 
geriatrie  residential  faeility  and  a housing 
projeet  for  physieally  and  mentally  handi- 
eapped  individuals.  However,  even  after  the 
elinies  were  founded,  the  unavailability  of 
mental  health  professionals  persisted,  foreing 
referrals  for  psyehiatric  patients  to  faeilities 
in  Charleston. 

In  1981  the  MUSC  Department  of  Psychia- 
try. through  the  support  of  an  NIMH  clinical 
training  grant,  entered  into  an  agreement 
with  the  Sea  Islands  Corporation  to  provide 
outreach  services  to  this  rural  population. 
The  goals  were  to  provide  exposure  to  the 
problems  encountered  by  the  rural  mentally 
ill,  to  increase  effectiveness  and  efficiency  in 
dealing  with  these  problems,  and  to  encour- 
age residents  to  continue  providing  rural  and 
other  community-oriented  serviees.  An 
attending  psychiatrist  and  a first  year  resident 
visited  the  two  rural  clinics  once  a week 
where  they  examined  and  treated  patients 
together.  Patient  contacts  ranged  from  five  to 
seven  per  day  and  included  initial  evaluation, 
follow-up  treatment,  and  consultations  for 
other  professionals  at  the  health  clinics  and 
residential  facilities.  Patients’  transportation 
was  facilitated  by  a free  van  pick-up  ser- 
vice."’In  the  event  of  continued  missed 
appointments  or  suspicion  of  patient  decom- 
pensation, home  visits  were  made  by  the 
attending  psychiatrist  and  the  residents.  The 
experience  was  highly  supervised  with  con- 
siderable discussion  time  made  available  by 
the  attending  driving  the  residents  to  and 
from  the  sites. 


OUT  OF  CLINICS  AND  INTO  TIIF 
HOMES  (I9S5-92) 

The  program  known  as  Rural  Outreach, 
Advocacy,  and  Direct  Services  (ROADS)  was 
developed  by  the  Charleston/Dorchester  Com- 
munity Mental  Health  Center  and  MUSC  to 
.serve  rural  persons  with  chronic  psychotic  ill- 
nesses who  are  high  utili/ers  of  centralized 
inpatient  facilities.  The  ROADS  service 
approach  is  based  on  principles  of  Assertive 
Community  Treatment,  adapted  to  meet  rural 
requirements. Basic  elements  of  the  program 
include  monitoring;  pharmacotherapy;  facili- 
tating access  to  social  services  and  general 
health  care;  teaching  such  skills  as  financial 
management,  using  public  transportation,  bud- 
geting, shopping,  laundry,  and  house  cleaning; 
and  educating  each  patient's  family  and  social 
network  about  the  illness  and  treatment.  The 
nature  and  frequency  of  staff  contacts  is  deter- 
mined by  the  changing  individual  needs  of 
each  patient.  The  absence  of  a time  limit  of 
treatment  allows  for  long-term  and  continuous 
clinical  care  and  assessment  rather  than 
briefer  episodic  care  and  crisis  intervention. 
Community  mental  health  nurses,  social 
workers,  an  attending  psychiatrist,  and  resi- 
dents comprise  the  ROADS  clinical  team. 

Because  of  the  long  travel  distances  involved 
in  serving  rural  patients,  staff  are  unable  to  pro- 
vide all  services  directly.  Therefore,  available 
community  resources  are  mobilized,  trained, 
and  coordinated.  When  possible,  family  mem- 
bers or  neighbors  are  engaged  in  the  treatment 
plan,  assisting  with  administering  or  delivering 
daily  medication,  transporting  clients  to 
appointments,  and  lending  support  during 
emergencies.  When  patients  and  their  environ- 
ment are  properly  evaluated  and  monitored 
through  regular  and  consistent  home  visits  dur- 
ing the  day,  timely  interventions  can  be  made 
and  many  emergencies  avoided. 

This  rural  outreach  approach  is  successfully 
exposing  residents  to  an  underserved  popula- 
tion as  well  as  providing  care  to  these  patients 
and  reducing  hospitalizations  among  this  pop- 
ulation. To  assess  the  impact  of  the  interven- 
tion on  hospital  utilization,  the  first  23  cases 
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treated  by  the  program  were  retrospeetively 
reviewed.'''  They  were  aged  18-65  with  a 
principal  DSM  III-R  diagnosis  of  schizophre- 
nia (N=14;  61%),  schizoaffective  disorder 
(N=4;  17%),  or  bipolar  disorder  (N=5;  22%). 
A majority  of  patients  (N=14;  69%)  was  also 
identified  as  abusing  drugs  or  alcohol.  Mean 
(±  SD)  age  was  41  ±9.54  years;  74  percent 
(17/23)  were  men;  and  87  percent  (20/23) 
were  African-American.  Records  were 
reviewed  to  determine  the  number  of  hospital 
days  for  a period  prior  to  assignment  to 
ROADS  (five  years),  and  for  the  period  after 
assignment  (range  four-26  months).  The  rate 
of  psychiatric  hospital  utilization  (number  of 
inpatient  days  per  year)  decreased  from  45  to 
10  days  per  year  per  patient.  The  observed 
mean  79  percent  reduction  of  36  days  per 
year  was  highly  statistically  significant  (t  = 
3.63,  p = 0.001).  The  average  length  of  stay 
per  admission  decreased  by  42  days  (75%) 
from  56  to  14  days  (t  = 2.55,  p = 0.009).  The 
average  number  of  admissions  per  year  per 
patient  decreased  by  64  percent  from  1.0  to 
0.4  (t  = 3.33,  p = 0.002).  A detailed  trend 
analysis  was  conducted  for  the  five  year  peri- 
od pre-enrollment  to  detect  a natural  decreas- 
ing trend  in  number  of  hospitalizations.  No 
decreasing  trend  was  detected  (p  > 0.95). 

DISCUSSION 

The  trainees’  positive  response  to  these  expe- 
riences facilitated  the  development  of  other 
outreach-oriented  training  components  such 
as  services  in  a county  jail,-"  in  a group  home 
for  psychiatrically  disabled  adults,-'  with  a 
mobile  emergency  psychiatry  service,--  and 
with  a full-service  outreach  team  providing 
rehabilitation  for  patients  with  chronic  psy- 
choses.-" These  initiatives  have  facilitated  an 
increase  in  the  number  of  graduates  who  have 
chosen  careers  in  public  sector  psychiatry. 
Prior  to  1985,  the  number  of  MUSC  psychia- 
try trainees  (n=72)  completing  general  or  spe- 
cialty training  and  accepting  positions  in  the 
public  sector  ranged  from  0-20  percent  per 
year,  whereas  over  50  percent  of  the  47  grad- 
uates from  1986  to  1992  have  taken  public 


sector  positions. 

While  we  are  encouraged  that  training  com- 
ponents such  as  we  have  described  can 
enhance  residents'  understanding,  apprecia- 
tion, and  interest  in  public  sector  programs, 
we  do  not  believe  that  efforts  such  as  these 
can  by  themselves  resolve  the  rural  manpow- 
er problem,  since  there  will  likely  continue  to 
be  inadequate  incentives  for  practice  in  rural 
areas.  Therefore,  it  would  appear  that  in  this 
high-tech  world  a more  modern  solution  is  in 
order.  Two-way  video  telecommunication  is  a 
timely  alternative  that  merits  exploration. 

Video  telecommunication  systems  have 
been  used  extensively  to  provide  medical  care 
in  Canada  and  at  several  U.S.  sites.  The  rou- 
tine clinical  use  of  such  technology  in  rural 
areas  has  helped  alleviate  existing  service 
shortage  problems  in  several  medical  special- 
ties. There  are  certain  clinical  services  which 
can  be  provided  without  direct  contact  with 
patients.  In  psychiatry,  for  example,  the  phar- 
macological management  of  chronic  patients 
who  require  long-term  care  seems  particularly 
appropriate  for  two-way  video  telecommuni- 
cation. Physical  examinations  can  be  per- 
formed by  available  health  professionals  or  by 
trained  paraprofessionals.  There  are  currently 
two  projects  underway  in  Texas  which  are 
providing  mental  health  services  to  rural  pop- 
ulations via  video  telecommunications. 

Compressed  video  transmission  utilizing 
fiber  optic  and  digital  telephone  lines  is  the 
most  viable  option  for  accomplishing  long 
distance  clinical  applications.  This  is  a rapidly 
developing  technology  in  South  Carolina. 
Fiber  optic  lines  already  connect  the  following 
sites:  Charleston,  Columbia,  Greenville,  Spar- 
tanburg, Augusta,  Clemson,  Anderson,  Hilton 
Head,  Sumter,  Rock  Hill,  Florence,  and  Myr- 
tle Beach.  Depending  on  the  circuits  selected, 
the  quality  of  this  system  can  be  excellent. 
Site  origination  costs  can  range  from  $30,000 
to  $60,000  with  recurring  costs  based  on 
phone  company  tariffs  for  dedicated  lines.  The 
principal  advantages  of  this  approach  over  dig- 
ital satellite  transmission  is  the  capacity  to  pre- 
serve confidentiality  and  full-time  availability. 


March  1994 


103 


RURAL  INH  IA'HVHS 


C'linical,  mcclico-legal,  ami  economic  (reim- 
bursement) concerns  ereale  obstacles  to  the 
development  of  telemedicine  in  the  U.  S.  d'he 
reliietanee  ol  metlieal  professionals  to  tieviate 
from  tratlitional  clinical  contexts  is  also  an 
obstacle.  Nevertheless,  the  concept  merits 
further  experimentation  in  view  of  the  severe 
shortage  of  clinical  expertise  in  rural  areas. 
Service  research  demonstrations  using  exist- 
ing telecomnumieations  systems  shoidd  be 
encouraged  in  order  to  explore  ways  of  over- 
coming obstacles  inherent  in  the  clinical 
application  of  these  technologies. 

CONCLUSIONS 

The  two  rural  training  services  de.seribed  here 
have  been  successful  in  providing  psychiatric 
services  to  rural  communities  in  South  Carolina 
and  in  exposing  residents  to  the  needs  of  rural 
populations.  However  there  is  still  a lack  of 
financial  and  other  incentives  to  attract  and 
maintain  sufficient  numbers  of  practicing 
physicians  in  rural  settings.  Two-way  video 
telecommunications  linking  rural  patients  and 
urban-based  professionals  may  be  an  impoilant 
strategy  to  solve  this  problem,  especially  if 
future  research  demonstrates  a potential  for 
cost-effective  and  quality  care.  D 
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INTRODUCTION 

Patients  who  suffer  from  severe,  ehronic 
mental  illnesses  sueh  as  schizophrenia  and 
bipolar  disorder  present  a major  challenge  to 
psychiatrists  and  other  physicians.  When 
these  illnesses  are  combined  with  chemical 
iise/abuse  or  dependency,  the  challenge 
becomes  almost  overwhelming.  It  is  estimat- 
ed that  between  32  and  85  percent  of  patients 
who  are  “high  users”  of  inpatient  psychiatric 
services  (“revolving  door”  patients)  have  a 
dual  diagnosis — i.e.,  mental  illness  plus 
chemical  abuse/dependency.'  It  has  therefore 
become  a high  priority  of  the  S.  C.  Depart- 
ment of  Mental  Health  to  develop  treatment 
programs  for  this  population  with  the  goal  of 
increasing  successful  community  integration 
while  decreasing  utilization  of  crisis  oriented 
services,  such  as  hospitalization  and  visits  to 
the  emergency  room. 

In  1987  the  leadership  of  Columbia  Area 
Mental  Health  Center,  one  of  17  community 
mental  health  centers  operated  by  the  S.  C. 
Department  of  Mental  Health,  decided  to 
invest  staff  and  other  resources  in  the  devel- 
opment of  a model  program  for  treating  the 
dual  diagnosis  population.  It  was  decided  to 
focus  on  the  most  severely  ill  subgroup  of 
such  patients  who  had  repeatedly  “failed”  to 
respond  to  existing  treatment  consisting  of 
routine  mental  health  counseling,  case  man- 
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agement  and  psychiatric  treatment/manage- 
ment. The  purpose  of  this  article  is  to 
describe  the  design  and  implementation  of  the 
program  and  present  some  preliminary  treat- 
ment outcome  data. 

PROGRAM  DESCRIPTION 

The  “New  Directions”  program  uses  an  inten- 
sive case  management  approach.-  ^ Case  man- 
agers are  non-medical  mental  health  profes- 
sionals. usually  registered  nurses  or  masters 
level  clinicians,  who  form  close  bonds  with 
the  patients  and  provide  an  array  of  hands-on 
services,  usually  in  the  patients’  “natural” 
environment  rather  than  in  a clinic  or  other 
professional  setting.  The  three,  full  time  case 
managers  are  available  during  a 40-hour 
work  week,  relying  on  other  Columbia  Area 
Mental  Health  Center  programs  for  after 
hours  crisis/emergency  coverage.  Each  case 
manager  carries  a maximum  caseload  of  15. 

Two  psychiatrists  each  provide  one  day  per 
week  of  coverage,  plus  several  psychiatry  resi- 
dents. as  well  as  other  graduate  students, 
actively  participate.  The  case  managers,  psy- 
chiatrists, residents  and  students  function  as  a 
close-knit  treatment  team,  providing  mutual 
support  and  consultation.  Although  all  staff 
have  had  training  and  experience  in  both  the 
mental  health  and  substance  abuse  fields,  a 
high  priority  is  placed  on  continuing  education 
in  both  clinical  areas.  In  general,  lack  of  such 
“dual”  training  has  been  a significant  bturier  to 
successful  treatment  of  this  population.'^'' 

Because  conventional  treatments  have  failed 
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to  help  our  patients,  tlie  treatment  approaeh  is 
eharaeteri/ed  by  flexibility,  ereativity  and 
Ibeiising  on  iiHlividual  elient  needs.  We  work 
elosely  with  patients’  families  and  signifieanl 
others  when  appropriate.  Patient  and  family 
edueation  is  erueial  as  we  work  to  persuade  the 
patients  to  try  abstinenee  to  see  if  it  heljis  them 
aehieve  their  goals.  During  the  first  six  months 
to  one  year  of  involvement  in  the  program  we 
try  to  engage  the  patient  in  a eollaborative 
treatment  allianee.  Without  sueh  “engagement” 
we  know  our  attempts  to  persuade  them  to  give 
up  aleohol  and/or  drugs,  or  to  take  psyehotrop- 
ie  medieations,  will  fall  on  deaf  ears.  Initially, 
therefore,  our  foeus  is  on  helping  the  patient 
attain  a speeifie  goal  he  or  she  wants — sueh  as 
better  housing  (many  of  our  patients  have  been 
homeless),  disability  income,  medical  or  dental 
care — even  if  these  goals  are  only  indirectly 
related  to  treatment  of  mental  illness  and/or 
substance  dependency. 

If  hospitalization  is  needed,  we  try  to  make 
the  experience  more  productive  than  it  had 
been  in  the  past.  For  example,  we  may  encour- 
age voluntary  hospitalization  when  we  see  a 
crisis  developing,  rather  than  delay  hospital- 
ization until  a psychotic  episode  occurs  with 
resultant  loss  of  social  support  or  even  hous- 
ing. We  also  often  arrange  for  hospitalization 
in  a substance  abuse  treatment  setting  rather 
than  a psychiatric  hospital;  most  of  our 
patients  had  not  been  treated  in  such  settings 
because  they  were  seen  as  being  too  “sick” 
(i.e.,  mentally  ill)  to  benefit.  Our  case  man- 
agers work  especially  hard  to  assure  continuity 
of  care  and  work  with  the  substance  abuse 
staff  to  keep  the  patient  in  treatment.  Similarly, 
when  the  patient  needs  a psychiatric  hospital- 
ization, it  is  critical  to  work  elosely  with  the 
hospital  staff  so  that  inpatient  treatment  is  con- 
sistent with  the  long  term  (outpatient)  goals 
and  methods. 

When  general  medical  care  is  needed,  case 
managers  often  make  appointments  for  the 
patients,  accompany  them  to  the  medical  clin- 
ics, help  translate  the  patients'  complaints  for 
the  doctor  and  translate  the  physicians’ 
instructions  for  the  patient,  help  obtain  medi- 


cations, ensure  follow-up,  etc.  Educaling 
patients  about  birth  control  and  safe  sex  is  a 
related  activity. 

Demographically,  approximately  two-thirds 
of  the  patients  are  male  and  two-thirds 
African-American.  Ages  range  from  21  to  64. 
In  general,  85  percent  suffer  from  schizophre- 
nia or  schizoaffective  disorder  and  arc  on 
antipsychotic  medieations.  We  have  found 
that  long-acting  injectable  (depot)  antipsy- 
ehotics  are  extremely  useful  and  are  usually 
well  accepted  and  tolerated.  When  appropri- 
ate, the  psychiatrist,  with  a case  manager,  will 
see  the  patient  in  his/her  home  in  order  to  gain 
a better  appreciation  of  the  clinical  situation 
and  the  actual  effects  of  medication  in  vivo. 

Eighty-five  percent  of  the  patients  abuse  or 
are  dependent  upon  alcohol,  and  33  percent 
upon  cocaine.  Therefore,  we  rarely  use  con- 
trolled drugs  and  must  communicate  with 
other  physicians  the  patient  sees  to  prevent 
the  patient  from  obtaining  controlled  drugs 
under  false  pretenses.  Because  substance  use 
can  cloud  and  distort  the  clinical  picture,  it  is 
not  rare  for  us  to  change  a diagnosis  a patient 
has  carried  for  many  years.  Sometimes  the 
substance  abuse/dependency  diagnosis 
becomes  the  primary  one,  especially  when  it 
can  be  determined  that  all  past  psychotic 
episodes  have  been  related  to  intoxication  or 
withdrawal.  We  use  random  urine  drug 
screens  to  encourage  honesty  and  to  give  the 
patient  educational  feedback  as  to  how  he/she 
is  doing. 

If  patients  successfully  “engage”  with  the 
treatment  team  (and  most  do  eventually),  they 
usually  remain  in  the  program  for  several 
years.  Typically,  the  patient  is  reasonably  sta- 
ble after  about  two  years  in  the  program — i.  e., 
has  acceptable  housing,  disability  income, 
infrequent  and/or  brief  hospitalizations,  comes 
in  regularly  for  appointments,  has  few  crises. 
She/he  may  or  may  not  be  abstinent,  but  has 
cut  down  on  the  number  of  abused  drugs  and 
amount  of  abuse.  At  this  point,  we  attempt  to 
interest  the  patient  in  more  formal  rehabilita- 
tion, encouraging  him/her  to  do  volunteer  or 
even  part  time  or  full  time  work.  Fortunately, 
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INTENSIVE  OUTPATIENT  PROGRAM 


Columbia  Area  Mental  Health  Center  oper- 
ates several  psychosocial  clubhouses  and 
many  of  our  patients  agree  to  attend  these 
several  days  per  week.  We  run  several  groups 
for  patients  and  families,  focusing  on  educa- 
tion, support,  socialization  and  activities. 
Some  groups  are  run  on  a modified  AA 
Twelve  Step  model,  and  some  patients  attend 
community  AA  or  NA  groups. 

After  approximately  two  years  of  stability, 
some  patients  can  be  discharged  from  this 
intensive  program  to  resume  the  standard 
treatment  at  the  mental  health  center.  Others 
stay  in  the  dual  diagnosis  program  for  many 
years  because  we  fear  transfer  will  disrupt  the 
fragile  trust  and  bonding  the  patient  has  made 
with  the  treatment  staff  and  precipitate  anoth- 
er vicious  cycle.  In  general,  turnover  has  per- 
mitted us  to  accept  six  to  10  new  patients  a 
year.  For  every  patient  we  accept  into  the  pro- 
gram there  are  dozens  in  the  mental  health 
center  population  who  could  use  this  inten- 
sive combined  approach. 

PRELIMINARY  TREATMENT 
OUTCOME  FINDINGS 

Although  no  formal  research  has  been  done, 
program  analysis  has  focused  on  changes  in 
patterns  of  hospitalization.  Decreasing  uti- 
lization of  S.  C.  State  hospital  facilities 
(Bryan  Psychiatric  Hospital,  S.  C.  State  Hos- 
pital, Crafts-Farrow  State  Hospital,  W.  S. 
Hall  Psychiatric  Institute,  Morris  Village)  has 
been  a major  program  objective.  A total  of  63 
patients  have  been  in  the  program  for  at  least 
one  year  (35  currently;  the  remainder  have 
been  discharged).  We  calculated  average  days 
in  S.  C.  State  hospital  facilities  per  six-month 
period  for  a two-year  pre-admission  baseline 
period  and  following  admission  to  the  New 
Directions  program.  This  method  allowed  us 
to  compare  hospital  utilization  data  for  all 
patients,  even  though  length  of  time  in  the 
program  varied.  For  the  entire  group,  there 
was  a 39  percent  decrease  in  hospital  days  per 
six-month  period,  from  28  to  17.  Using  a 
paired-difference  t-test  method,  the  difference 
in  hospitalization  was  significant  at  the  p = 


0.0009  level.  Of  the  28  discharged  patients, 
16  (57%)  had  undergone  a change  of  primary 
diagnosis  from  mental  illness  to  substance 
abuse  while  in  the  program.  This  subgroup 
experienced  an  85  percent  decrease  in  hospital 
utilization,  from  33  to  five  days  per  six-month 
period  (p  = 0.0009).  This  striking  finding  sug- 
gests that  one  of  the  major  benefits  of  this  spe- 
cialized program  may  be  clarifying  the  diagno- 
sis so  that  proper  treatment  can  be  administered. 

.A.  detailed  study  of  the  service  utilization 
patterns  of  12  of  the  patients  showed  some 
striking  changes.  We  compared  data  for  a one- 
year  baseline  period  (six  months  before  and 
six  months  after  admission)  with  a one-year 
period  following  engagement  in  the  program 
(12  months  to  24  months  after  admission). 
From  clinical  experience,  we  felt  these  two 
periods  would  most  accurately  reflect  the  dif- 
ferences in  clinical  interventions  used  during 
(and  just  before)  the  engagement  phase  and 
after  engagement  in  the  program  had  taken 
place.  As  expected,  there  was  a 72  percent 
total  reduction  in  hospital  days  (from  798  to 
222).  Between  the  two  time  periods,  however, 
there  was  a 400  percent  increase  in  the  service 
hours  provided  by  the  mental  health  center 
(from  815  to  4071  hours).  Most  of  this  differ- 
ence was  due  to  a 441  percent  increase  in  a 
service  called  group  living  skills:  645  to  3487 
hours.  This  reflects  our  success  in  persuading 
some  of  our  patients  to  participate  regularly  in 
psychosocial  rehabilitation  clubhouses  offered 
by  Columbia  Area  Mental  Health  Center. 
Intensive  case  management  activities  per  se 
increased  502  percent  (from  41  to  247  hours). 
Estimates  of  costs  of  service  reflected  an 
expected  shift  from  inpatient  to  outpatient 
costs,  with  overall  costs  remaining  roughly 
constant.  However,  most  outpatient  costs  are 
charged  to  Medicaid,  so  that  there  is  a net 
effect  of  shifting  costs  from  the  State  to  the 
Federal  government. 

Clinical  impression  and  anecdotal  accounts 
suggest  significant  improvement  in  some 
patients  in  psychiatric  status  as  well  as  such 
areas  as  stability  and  quality  of  housing  and 
time  engaged  in  productive  or  social  activity. 
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Few  palieiits  in  this  program  achieve  signil'i- 
eant  sobriety,  allhongli  for  most  patients 
adlierenee  to  psychiatric  treatment  improves 
greatly  and  the  amount  of  aleoliol/drug  abuse 
decreases.  As  hospitalization  data  suggest, 
the  number  and  severity  of  crises  decrease  as 
involvement  in  the  program  increases. 

CONCLUSION 

d'he  Columbia  Area  Mental  Health  Center 
New  13irections  program  has  targeted  an  his- 
torically difficult  to  treat  population  of  severe- 
ly, chronically  mentally  ill  patients  who  also 
suffer  from  chemical  abuse/dependeney. 
Using  an  intensive  case  management  team 
approach,  with  psychiatric  services  closely 
integrated,  the  program  has  achieved  success 
in  meeting  its  primary  objective  of  reducing 
the  need  for  inpatient  services.  Patients  who 
become  “engaged”  in  the  program  receive 
comprehensive,  individualized  community- 
based  services  which  result  in  increased  treat- 
ment adherence  and  improved  clinical  status. 
Recent  literature  reflects  our  own  cautious 
optimism  that  dually  disordered  patients  can 
and  do  respond  to  appropriate  treatment  and 
rehabilitation  efforts. However,  many 
patients  remain  quite  disabled  and  most  need 
intensive  support  indefinitely.  Staff  who  work 
with  this  population  must  be  trained  both  in 
mental  health  and  substance  abuse/dependency 
areas  and  must  be  willing  to  accept  small  gains 
over  a long  period  of  time.  In  addition  to  pro- 
viding a valuable  service  to  the  patients,  their 
families  and  the  Department  of  Mental  Health, 
the  program  has  been  a popular  and  successful 
training  site  for  psychiatric  residents  and  other 
mental  health  professional  students.  □ 
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MEDICARE  UPDATE 


March  1994 


Therapy  for  Nursing  Home  Residents:  HCFA  has 
asked  AMA  to  help  inform  physicians  that  the  thera- 
py evaluations  and  services  called  for  under  pertinent 
Medicare  regulations  need  to  be  provided  to  skilled 
nursing  facility  residents  only  when  the  attending  physi- 
cian believes  that  such  services  are  medically  indicated 
and  require  the  specialized  skills  of  the  therapist.  The 
attending  physician  should  be  the  key  figure  in  deter- 
mining the  appropriate  utilization  of  services,  and 
should  order  therapy  services  only  when  clinically 
appropriate  in  his  or  her  judgment.  The  skilled  nurs- 
ing facility  has  no  obligation  under  the  Medicare  pro- 
gram to  provide  a therapy  evaluation  or  therapist  ser- 
vices in  situations  where  it  can  establish — through 


appropriate  medical  documentation — that  the  services 
are  not  medically  indicated. 

Physicians  should  attempt  to  assure  that  all  residents 
receive  the  services  needed  to  reach  their  highest  prac- 
ticable level  of  physical,  mental  and  psychosocial  well- 
being. Physicians  with  further  questions  on  this  subject 
should  feel  free  to  contact  the  American  Medical  Direc- 
tors Association  at  10480  Little  Patuxent  Parkway, 
Columbia,  MD  21004;  the  American  Health  Care  Asso- 
ciation at  1201  L Street,  NW,  Washington,  DC  20005- 
4014;  or  the  HCFA  Office  of  Coverage  and  Eligibility 
Policy,  6325  Security  Boulevard,  Baltimore,  MD  21207. 


Routine  Physical  Exams:  Effective  for  services  provided  on  or  after  October  30,  1993,  physicians  may  bill  the 
patient  for  a routine  physical  exam  when  performed  in  conjunction  with  a Medicare  covered  medically  necessary 
visit.  Physicians  will  bill  Medicare  for  the  covered  portion  of  the  visit  using  the  appropriate  level  of  code  for  this 
service  as  if  it  were  an  office  visit  only.  Limiting  charges  apply.  Physicians  will  then  collect  the  difference  for  the 
“routine”  part  up  to  their  normal  routine  physical  charge. 

Example:  Patient  is  seen  for  refill  on  hypertension  medication  and  annual  physical  exam. 

Regular  Fee  Par 

Par:  Physical  Exam  fee  $ 120 

BiU  Medicare:  99213  $ 40  $27.24 

CoUect/BiU  patient  20%  coinsurance  and  deductible  for  OV  plus  $80  for  routine  physical  charge  which  is 
over  the  medically  necessary  visit  portion  of  the  exam. 

Regular  Fee  Non-par  Limiting 

Non-par:  Physical  Exam  fee  $ 120 

992 13-B/P  Check  &Meds  $ 40  $25.88  $29.76 


Bill  Medicare  up  to  limiting  charge  of  $29.76.  Collect/Bill  patient  20%  coinsurance  and  deductible  for 
OV  up  to  limiting  plus  $80  for  routine  physical  charge  which  is  over  the  medically  necessary  visit  portion 
of  exam.  □ 


Medicaid/Private  Insurance  Filin?:  The  Finance  Com- 
mission is  tentatively  scheduled  to  expand  the  pay  and 
chase  system  beginning  in  the  spring  of  1994.  The  use 
of  the  pay  and  chase  system  will  allow  providers  the 
option  to  bill  either  Medicaid  or  the  third  party  insurance 
as  the  primary  payer.  This  means  that  claims  for  these  ser- 
vices submitted  to  the  Finance  Commission  for  patients 
who  are  covered  by  both  Medicaid  and  private  insurance 
will  be  paid  by  Medicaid  rather  than  be  rejected  back  to 
the  provider  with  error  code  150.  Additional  information 
will  be  provided  in  a forthcoming  Medicaid  Bulletin. 
Norplant  Insertion  Reimbursement:  The  reimbursement 


for  the  Norplant  Insertion  (11975)  will  be  increased  to 
$95.00  for  any  claims  with  dates  of  service  on  or  after 
March  1.  1994. 

Extended  Family  Plannim  Services:  As  an  update  to 
the  February,  1994  SCMA  Newsletter,  the  Family  Plan- 
ning Project  is  tentatively  scheduled  to  begin  on  June  1, 
1994.  Details  will  be  forthcoming  in  a Medicaid  BuUetia 

□ 


FROM  THE  DISABILITY  DETERMINATION  DIVISION 


Social  Security  Administration  Revises  Criteria  for  Dis- 
ability Based  on  Cardiovascular  Disorders:  The  Social 
Security  Administration  has  revised  the  regulations  which 
govern  adjudication  of  cardiac  impairments.  In  devel- 
oping the  revised  criteria,  SSA  worked  with  represen- 
tatives from  the  AMA,  the  American  College  of  Physi- 
cians, the  American  College  of  Cardiology,  the  AAFP, 
and  the  National  Medical  Association.  In  addition,  pedi- 
atric specialists  were  consulted  for  advice  on  revisions 
dealing  with  the  childhood  criteria. 

The  new  rules  place  less  emphasis  on  the  diagnosis  of  dis- 
ease and  more  emphasis  on  a practical  assessment  of  the 
impact  of  the  disease  on  the  person's  ability  to  function. 
They  also  update  the  medical  criteria  to  reflect  current 
medical  knowledge  and  practice.  For  example,  they  (1) 
add  heart  transplantation  to  the  adult  and  childhood  eval- 
uation criteria;  (2)  expand  the  use  of  exercise  testing  to 
evaluate  aerobic  capacity;  and  (3)  expand  the  definition 
of  chest  pain  of  cardiac  origin. 


The  new  criteria  place  more  emphasis  on  the  patient’s 
ability  to  function,  so  more  information  will  be  sought 
from  treating  physicians  concerning  the  degree  of  recov- 
ery from  cardiac  insult  and  the  response  to  medical  or  sur- 
gical treatment  and/or  cardiac  rehabilitation. 

The  new  regulations  permit  more  extensive  use  of  tread- 
mill, bicycle  and  arm  exercise  tests,  echocardiograms  and 
radionuclide  studies  in  the  evaluation  of  cardiac  impair- 
ments. Because  exercise  testing  can  now  be  used  to  mea- 
sure aerobic  capacity,  adjudicators  may  request  a state- 
ment from  treating  physicians  in  those  instances  where 
exercise  testing  has  not  been  performed  and  the  medical 
evidence  does  not  reveal  obvious  contraindications. 

Additional  information  may  be  obtained  by  contacting 
Mr.  Wayne  Nance,  Medical  Relations  Officer  for  the  Dis- 
ability Determination  Division  at  ( 803 ) 822-5350.  □ 
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NEW  RING  AT  SCMA 
HEADQUARTERS 


The  phones  are  ringing  differently  at  SCMA 
Headquarters.  A telephone  system  has  been  installed 
which  features  an  electronic  voice  mail  system.  This 
system  allows  callers  to  direct  messages  to  the 
electronic  mailbox  of  the  staff  member  they  are 
calling.  Members  will  be  able  to  leave  messages  for 
staff  who  are  away  from  the  office  by  simply 
following  the  recorded  instructions  supplied  by  the 
system.  Using  the  keypad,  you  may  dial  your  party's 
extension  number,  or  press  pound  (#)  and  the  last 
name  of  your  party.  Or,  you  may  dial  zero  for  the 
operator  if  you  need  assistance. 

As  with  any  new  system  there  will  probably  be  some 
minor  snafus — so  please  bear  with  us  as  we  work 
them  out.  In  the  end,  we  feel  that  you  will  receive 
better  and  quicker  service. 


below  are  the  extension 
' members: 

numbers  and  names 

Audria  Belton 

241 

Cathy  Boland 

232 

Ginny  Comer 

242 

Wayne  Cox 

227 

Patricia  Crumpton 

228 

Joy  Drennen 

233 

Geri  Galloway 

239 

Barbara  Garvin 

230 

Suzanne  Hellams 

234 

Bill  Mahon 

224 

Jan  McKellar 

235 

David  McLaughlin 

247 

Linda  Nelson 

237 

Cindy  Osborn 

238 

Vic  Paschal 

245 

Walt  Roberts,  MD 

231 

Debbie  Shealy 

223 

Tara  Smith 

221 

Bill  Snellgrove 

236 

Pam  Taylor 

229 

Barbara  Whittaker 

226 

Steve  Williams 

225 

As  thi»  newst^ter  goes  to  pres^  letters  «re  trein® 
tfttiied  to  nH  PhyskiiKts  Care  Network  participants 
regarding  fee  sdiedide&  ReinenU^  the  network 

will  rtijnlHirse  full  charge  less  the  15  percent  with-^ 
hold  unless  you  are  notified  othmvise. 

Wearealsointheproc^of  maOingoutthe  Provide* 
Manual.  If  you  are  In  a group  practice^  you  will 
receltra  one  inaintat  fbr  year  groups. 

Look  forward  to  reedving  an  Invitation  in  the  hear 
hitin^kiryou  and your  o^ce  staff  to  idtend  a train^ 
ing  orientation  session  In  your  area.  We  strongly 
encourage  someone  from  your  office  to  attend.  > 


COUNTRY  DOCTOR  OF  THE  YEAR  AWARD 

Staff  Care,  Inc.,  is  currently  accepting  nominations 
for  the  1994-1995  Country  Doctor  of  the  Year.  The 
Country  Doctor  of  the  Year  Award  is  sponsored  by 
Staff  Care,  Inc.,  an  Irving,  Texas-based  temporary 
physician  staffing  firm,  and  the  Country  Doctor 
Museum  in  Bailey,  NC.  The  award  is  intended  to 
recognize  the  spirit,  skill  and  dedication  of  America’s 
mral  physicians.  The  1993  winner  of  the  award  was 
John  Harlan  Haynes,  Jr.,  MD,  of  Vivian,  Lx)uisiana,  a 
family  practitioner  for  over  27  years. 

If  you  would  like  to  nominate  a South  Carolina 
physician,  you  may  obtain  a nomination  form  by 
calling  Staff  Care.  Inc.,  at  800-685-2272.  □ 

SOUTH  CAROLINA  STATE  SURVEY 

A recent  survey  indicated  four  out  of  five  South  Car- 
olinians want  to  choose  their  own  doctor,  according  to 
South  Carolina  Health  Decisions  (SCHD).  Among  those 
for  whom  choice  of  physician  was  important,  73.4  per- 
cent felt  that  the  doctor’s  competency  was  a significant 
factor  in  their  choice  of  a physician. 

The  telej^one  survey  of  844  SC  residents  was  conducted 
last  fall  by  the  USC  Institute  of  Public  Affairs.  Questions 
about  health  care  services  were  generated  from  SCHD. 
SCHD  is  a non-profit  statewide  volunteer  oiganization  whidi 
sptxTsored  153  forums  around  the  state  to  promote  citizen 
discussions  concerning  health  care  values  and  priorities. 

Copies  of  the  South  Carolina  State  Survey  are  available 
through  DHEC's  Office  of  External  Affairs  by  calling 
(803)  734-5038.  SCHD  forum  results  are  expected  to  be 
available  this  spring.  □ 
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UPDATE:  GOVERNOR  CAMPBELL’S  PLANNED  MANAGED  MEDICAID  PROGRAM 

The  SCM  A has  attended  several  meetings  with  the  governor  and  his  staff  regarding  his  plan  to  submit  a waiver  request 
to  the  federal  government  which  would  allow  the  state  to  implement  a “managed  Medicaid”  program.  Specifically, 
the  governor  proposes  to  change  the  Medicaid  program  so  there  will  be  two  options:  a fully  capitated  plan  and  a pri- 
mary care  capitated  plan.  Primary  care  physicians  will  decide  whether  to  participate  in  either  or  both  of  these  plans. 

For  the  fully  capitated  plan,  the  Health  and  Human  Services  Finance  Commission  will  contract  with  HMOs  which, 
in  turn,  will  contract  with  physicians.  The  primary  care  capitated  plan  will  continue  to  be  administered  directly  by 
the  Health  and  Human  Services  Finance  Commission.  Specialty  care  would  be  available  only  upon  referral  by  a pri- 
mary care  physician;  specialty  care  would  be  reimbursed  on  a fee-for-service  basis.  The  plans  are  to  increase  reim- 
bursement for  primary  care  services  and  thereby  increase  access  to  primary  care  for  Medicaid  patients. 

The  SCM  A has  informed  the  governor’s  office  that  we  believe  it  is  necessary  to  maintain  a fee-for-service  option 
for  primary  care.  We  have  voiced  our  concern  that  some  physicians  oppose  capitated  fees  and  hence  may  drop  out 
of  the  Medicaid  program  if  capitation  is  the  only  option.  We  are  also  concerned  that,  as  in  past  years,  the  state  legis- 
lature might  require  all  state  agencies  to  cut  their  budgets  mid-year  thereby  forcing  the  Finance  Commission  to  reduce 
capitated  rates.  In  addition,  with  a change  of  this  magnitude  in  the  two  billion  dollar  state  Medicaid  program,  we  ques- 
tion the  accuracy  of  their  projections.  The  SCMA  has  requested  the  governor's  plan  to  stipulate  that,  if  the  capitated 
rates  are  reduced,  the  physician  would  have  the  option  of  reverting  to  fee-for-service  payment. 

Implementation  is  planned  for  July  1, 1995.  Further  information  is  available  upon  request.  Please  call  Barbara  Whit- 
taker at  the  SCMA.  □ 


WHAT  IS  MICH? 


The  South  Carolina  State  Council  on  Maternal,  Infant 
and  Child  Health  (MICH)  was  established  by  1986 
legislation  to  improve  the  health  status  of  pregnant 
women,  infants  and  childrerLthfough  coordination  of 
maternal  and  child  health  services.  The  council, 
which  is  housed  in  the  Governor's  Office,  is  currently 
chaired  by  Dr.  Tom  Austin  and  staffed  by  Director, 
Tippi  Craig. 


representatives  from  medical  schools,  health  care 
organizations  and  one  representative  from  each  of  the 
state's  six  congressional  districts. 

Recognizing  that  an  “ounce  of  prevention  is  worth  a 
pound  of  cure,”  the  council  emphasizes  prevention  in 
its  activities.  The  work  of  the  council  is  accomplished 
through  committees  and  task  forces. 


The  28 -member  council  is  made  up  of  groups  who 
share  a common  interest  in  the  health  of  mothers, 
babies  and  children  in  South  Carolina.  Council 
representatives  include  the  directors  of  state  health, 
human  services  and  education  agencies. 


The  SCMA  is  one  of  the  agencies/organizations  with 
a voting  membership  on  the  MICH  Council.  Our 
current  representative  is  Dilip  Purohit,  MD.  If  you 
would  like  more  information  about  MICH,  contact 
Tippi  Craig  in  Columbia  at  734-0464.  □ 


CAPSULES 

The  SG  Academy  of  Family  Physicians  has  recognized  Swift  C,  Blacky  MD,  Dillon^  SC^  as  Family 
Phyi^cian  of  the  Year  for  1993, 

Peter  J,  Niedenbach,  MD,  » resident  at  MUSC,  received  a 15^4  AM A/Glaxo  Achievement  Award.  The 
awards  are  given  to  25  medical  students  and  25  residents/fellows  who  have  demonstrated  strong  non- 
clinical  leadership  skills. 

Bryan  L.  Walker^  MD,  received  the  Lexington  Medical  Association’s  Outstanding  Physician  Award.  The 
award  Is  based  on  the  physician’s  service  to  the  hospital,  community  and  the  county  association. 
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INTRODUCTION 

The  admission  of  HIV  seropositive  patients  to 
psychiatric  hospitals  is  a subject  of  increasing 
interest  and  concern.  Placing  infected  patients 
in  an  environment  with  other  mentally  ill  peo- 
ple who  have  diminished  mental  capacity  and 
judgement  would  appear  to  increase  the  risk 
of  exposure  to  others.  As  the  number  of  HIV-i- 
cases  in  the  general  population  increases, 
more  infected  persons  inevitably  will  use  psy- 
chiatric services,  resulting  in  increased  strain 
on  service  systems. 

So  far,  little  has  been  written  about  the 
impact  of  HIV-i-  patients  on  state  mental 
health  systems.  Early  writings  focused  on 
reducing  the  risk  to  other  patients  and  staff,' 
and  case  histories  of  AIDS  illness  presenting 
as  mental  disorders.^  Recent  studies  have 
reported  HIV-t-  prevalence  rates  in  psychiatric 
hospitals.  In  1988,  blood  samples  from  1,400 
patients  in  South  Carolina  state  psychiatric 
hospitals  were  anonymously  tested.^  The 
investigators  reported  a seropre valence  rate  of 
0.4  pecent.  The  rate  among  substance  abusing 
patients  was  four  times  that  of  non-substance 
abusing  patients.  More  recently,  a study  of 
two  state  operated  psychiatric  hospitals  in 
New  York  City  found  rates  of  four  percent  and 
six  percent,  respectively.^  Again,  the  HIV-i- 
rate  among  injection  drug  users  was  four 
times  that  of  non-drug  users.  Another  study  of 
admissions  to  a private  psychiatric  hospital  in 
New  York  City  found  a rate  of  7.9  pecent,  the 

*Address  correspondence  to  Dr.  Hodo  at  Adverse  Inci- 
dent and  Data  Analysis  Section,  Division  of  Quality 
Improvement,  South  Carolina  Department  of  Mental 
Health,  PO  Box  485,  Columbia,  SC  29202. 


highest  prevalence  reported  to  date  in  the 
United  States  .•' 

The  magnitude  of  these  rates  indicate  HlV-f 
patients  are  showing  up  in  psychiatric  settings 
more  frequently  than  population  parameters 
would  suggest.  Further  support  for  this  point 
of  view  is  presented  in  a recent  study  of  U.S. 
Military  personnel.'’  In  that  study,  soldiers 
who  were  HIV-i-  were  at  five  times  the  risk  of 
having  a diagnosed  psychiatric  disorder  than 
were  uninfected  soldiers.  The  most  common 
diagnoses  were  anxiety  disorder  and  adjust- 
ment disorder,  which  might  be  associated  with 
the  stress  of  coping  with  a fatal  illness. 

Our  review  of  the  literature  revealed  no 
published  reports  of  long  term  trends  and 
impact  of  HIV-i-  admissions  on  statewide 
mental  health  programs.  In  this  article  we  pre- 
sent a study  of  HIV  infected  patients  admitted 
to  a state  department  of  mental  health  during 
the  five  years  from  1987  through  1991.  We 
begin  with  a brief  overview  of  that  system, 
describe  our  method  and  results,  and  con- 
clude with  a discussion  of  the  major  implica- 
tions of  our  study. 

OVERVIEW  OE  THE  STATE  MENTAL 
HEALTH  SYSTEM 

The  South  Carolina  Department  of  Mental 
Health  (SCDMH)  serves  3.5  million  citizens 
through  a network  of  It)  hospitals  (acute 
psychiatric,  long  term  psychiatric,  substance 
abuse,  geriatric/nursing,  medical/surgical, 
and  teaching/research)  and  17  regional  out- 
patient mental  health  centers  (CMHC). 
About  12,000  patients  per  year  are  admitted 
to  the  psychiatric  and  substance  abuse  hos- 
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pilals,  willi  a total  average  daily  inpatient  een- 
sLis  of  about  1,200.  SCDMIl  poliey  i.s  to  pro- 
vide psyeliiatrie  services  to  ini'eeted  patients  on 
regular  wards.  Special  ward  placements  rarely 
are  made.  Universal  blood  and  body  Iluid  pre- 
caution is  standard  operating  procedure:  all 
patients  are  considered  to  be  potentially 
seropositive. 

METHOD 

In  I0S7  the  SCDMH  Office  Of  Quality 
Assurance,  Standards,  Advocacy  and  Moni- 
toring (QA-SAM)  implemented  a system  for 
reporting  adverse  and  significant  incidents  as 
part  of  a statewide  eontinuous  quality 
improvement  program.’  Incident  reports  from 
every  SCDMH  hospital  and  CMHC  were  .sent 
to  QA-SAM.  About  1,800  such  incidents 
were  reported  annually.  If  a patient  tested 
seropositive  for  HIV,  this  too  was  confiden- 
tially reported  to  QA-SAM.  Thus,  incidents 
oeeurring  in  any  facility  came  to  one  office, 
permitting  the  investigators  to  track  identified 
HIV-i-  admissions  and  to  monitor  adverse 
incidents  involving  that  population.  These 
data  form  the  basis  of  our  study. 

SCDMH  did  not  routinely  test  every  inpa- 
tient for  seropositivity  during  the  five  years 
of  the  study.  Patients  were  selected  for  testing 
if  they  revealed  they  were  seropositive  during 
admission  screening,  reported  suspicious 
medical  symptoms,  or  gave  a history  of  expo- 
sure to  an  infected  person,  intravenous  drug 
use,  or  high  risk  sexual  behavior.  It  must  be 
assumed  that  some  HIV-t-  cases  escaped 
detection  through  this  procedure.  Estimates  of 
the  number  of  HIV-i-  patients  in  SCDMH  hos- 
pitals are  therefore  conservative. 

South  Carolina  law  requires  the  diagnosis 
of  HlV-i-  to  be  reported  centrally  to  the  state’s 
health  authority,  whether  the  case  is  discov- 
ered in  the  public  or  private  sector.  Aggregate 
data  on  the  entire  population  of  HlV-r  cases 
in  the  state  were  available  to  the  authors.* 
This  permitted  comparison  of  demographic 
characteristics  of  the  identified  SCDMH  hos- 
pital seropositive  cases  with  the  known  popu- 
lation of  infected  persons  living  in  the  state. 


RESULTS 

Number  of  HI V+  Cases  Per  Year.  During  the 
five  years  from  1987  through  1991  a total  ol' 
214  SCDMH  inpatients  were  identified  as 
H1V-I-.  d’he  number  of  new  eases  discovered 
each  year  (in  order)  was  13,  30,  36,  58,  and 
77.  When  adjusted  for  a 15  percent  general 
increase  in  SCDMH  admissions  during  that 
period,  the  increase  in  number  of  identified 
lllV-t-  eases  was  five  times  greater  in  the  fifth 
year  than  the  first  year. 

Estimates  Of  Seroprevaleiice . In  1990 
alone,  SCDMH  hospitals  selected  1,864 
patients  for  testing  (using  criteria  previously 
stated)  and  found  58  (3.2  percent)  to  be 
H1V+.  Since  these  patients  were  in  high  risk 
categories,  it  is  likely  that  the  true  prevalence 
for  all  SCDMH  patients  would  be  less  than 
3.2  percent.  Eurther  information  about  rates  is 
available  from  studies  of  substance  abuse 
patients.  During  selected  time  periods  in 
1990,  all  admissions  to  two  acute  care  addic- 
tions units  (N  = 814)  were  tested,  yielding 
prevalence  rates  of  3.0  percent  and  3.6  per- 
cent respectively.  Since  these  patients  were 
also  members  of  a high-risk  group,  it  again 
could  be  inferred  that  the  true  rate  for  non- 
substance using  psychiatric  patients  was 
probably  somewhat  less  than  three  percent 
during  1990.  Almost  certainly,  however,  it  is 
greater  than  the  0.4  percent  rate  found 
through  the  anonymous  serology  samples 
from  SCDMH  patients  previously  discussed.^ 
Eor  comparison,  the  prevalence  of  HlV-i-  in 
South  Carolina’s  general  population*  during 
1 990  was  0. 1 7 percent. 

Sex,  Race,  And  Age  Of  HlV-t-  Patients.  As 
shown  in  Table  1,  there  were  almost  four 
times  as  many  males  as  females  who  were 
HIV-I-,  and  twice  as  many  blacks  as  whites. 
Black  males  were  most  likely  to  be  infected 
(80  cases  per  10,000  patients),  followed  by 
black  females  (52  cases  per  10,000  patients), 
white  males  (28  cases  per  10,000  patients), 
and  white  females  (seven  cases  per  10,000 
patients).  The  average  age  was  32  years  with 
a range  of  12  to  57.  In  terms  of  sex,  race,  and 
age,  the  profile  of  identified  HIV-i-  patients 
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TABLE  1 

Sex,  Age,  «S;  Race  of  HIV-i-  Cases  in 
SCDMH  Hospitals  and  S.  C.'s  Population 
1987-1991 

SCDMH 
HIV+  Patients 

S.  C.  HIV+ 

Population 

SEX 

Male 

Female 

79% 

21% 

79% 

21% 

RACE 

Black 

White 

69% 

31% 

68% 

32% 

AGE 

(Mean  Years) 

32 

32 

during  1 987- 1 99 1 was  virtually  identical  to 
that  for  cases  existing  in  South  Carolina’s 
general  population. 


Diagnoses  And  Presence  Of  Substance 
Abuse.  One  hundred  and  thirty  patients  (62 
percent)  were  chronic  users  of  street  drugs  or 
alcohol:  49  patients  (23  percent)  were  fre- 
quent users  of  cocaine,  52  (25  percent)  were 
dependent  upon  alcohol,  and  29  (10  percent) 
were  classified  as  polysubstance  abusers.  The 


most  common  nonsubstance  abuse  diagnosis 
was  depression  which  was  present  in  52  (26 
percent)  of  the  patients.  Schizophrenia  was 
diagnosed  in  20  cases  (10  percent),  bipolar 
disorder  in  eight  (four  percent)  cases,  and 
other  psychoses  in  13  (six  percent).  AIDS 
related  dementia  was  present  in  six  (three 
percent)  patients. 

Hospital  Admissions.  Length  Of  Stay.  And 
Cost.  Table  2 gives  the  number  of  patients 
admitted  to  each  type  of  hospital,  the  average 
length  of  stay,  and  estimated  mean  cost  per 
HIV-i-  patient.  Most  of  the  HIV-i-  admissions 
were  to  the  acute  psychiatric  and  substance 
abuse  hospitals.  The  mean  length  of  admis- 
sion to  the  psychiatric  hospitals  was  similar 
for  HIV-t-  and  non-HIV+  patients.  However, 
in  the  Medical  Center  the  average  length  of 
admission  for  HIV-i-  patients  was  almost  three 
times  that  for  non-HIV-i-  patients  (40  days 
versus  15  days).  The  average  total  daily  cen- 
sus of  identified  HIV-i-  patients  (all  hospitals 
combined)  increased  slowly  during  the  five 
years,  peaking  at  15  during  the  last  few 
months  of  the  study. 

The  average  cost  per  HlV-r  patient  was 
determined  by  multiplying  a hospital's  cost 
per  day  by  the  average  number  of  days  of 


TABLE  2 

HIX  + Patients  by  Hospital  Type,  Length  of  Admission,  and  Estimated  Cost  Per  Patient 

1987-1991 


Hospital  Type 

Number  of 
HI  \ + Cases 

Mean  Length  of 
Admission  (Days) 
HIV+  Non  HIV+ 

Mean  Cost 
Per  HIV-r 
Patient 

Acute  Psychiatric 
Hospitals  (558  Beds) 

128 

22 

20 

$ 7,900 

Substance  Abuse  Hospital 
(Acute.  144  Beds) 

54 

26 

25 

$ 4.300 

Chronic  Psychiatric 
Hospital  (528  Beds) 

8 

58 

53 

$12,400 

Medical  Center 

18 

40 

15 

$27,000 

( 120  Beds) 


rOTAL  208* 

* Six  AIDS  dementia  cases  are  excluded  from  this  table,  see  text. 
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trealinenl  cacli  patient  received  during  the 
five  years  of  tlie  study.  Costs  ranged  from 
$4,300  per  patient  at  tlie  Addictions  I4icility 
to  $27,000  per  patient  admitted  to  tlie  Medi- 
cal Center. 

d’lie  six  AIDS  dementia  cases  were  excluded 
from  these  cost  computations  because  their 
length  of  stay  and  frequent  need  for  medical 
services  were  far  out  of  line  with  the  rest  of 
the  HlV-i-  patient  pc)pulation.  The  estimated 
cost  of  these  AIDS  dementia  cases  ranged 
from  $38,000  to  $93,000  per  year. 

Adverse  Incidents  Involving  HIV+ 
Patients.  During  the  five  years,  only  14 
adverse  incidents  involving  infected  patients 
were  reported.  These  included  four  episodes 
of  consensual  homosexual  acts  involving 
penetration.  Three  other  HIV+  patients 
received  accidental  lacerations  and  bled.  Four 
employees  were  injured  when  attacked  by 
HlV-i-  patients:  one  was  bitten  on  the  arm 
(puncture  wound),  two  were  scratched  and 
spat  upon,  and  in  the  fourth  case  a male 
patient  attempted  to  rape  a female  employee 
(no  penetration),  throwing  her  to  the  floor  and 
injuring  her  back.  Two  nurses  were  acciden- 
tally stuck  with  contaminated  needles  from 
HlV-i-  patients  and  a nurse's  aide  cut  his  fin- 
ger on  a razor  blade  which  had  been  used  by 
an  HIV-i-  patient.  In  all  these  cases  employees 
were  given  periodic  serology  tests  to  deter- 
mine if  they  had  been  infected.  At  the  time  of 
this  writing  none  of  the  employees  had  shown 
a positive  serology. 

DISCUSSION 

There  are  several  implications  of  our  study  that 
warrant  further  discussion.  First,  it  seems 
apparent  that  the  population  of  FlIV-i-  patients 
in  SCDMH  hospitals  will  continue  to  grow  in 
the  coming  yeai's  as  their  number  increases  in 
the  general  population.  If  the  growth  rate  of 
new  HIV-i-  cases  continues  as  it  has  over  the 
past  five  years,  the  number  of  new  cases  enter- 
ing SCDMH  hospitals  might  well  double  in 
the  next  three  years.  These  trends  suggest  that 
this  patient  group  will  become  more  and  more 
visible  in  public  institutions  and  that  adminis- 


trators shoidd  be  prepared  to  devote  greater 
portions  of  hospital  budgets  to  their  care. 

Second,  demographic  characteristics  of 
HlV-i-  patients  in  SCDMH  hospitals  suggest 
areas  of  focus  for  mental  health  programs. 
HIV-I-  patients  appear  to  be  similar  to  the 
HIV-I-  cohort  in  the  general  population.  The 
typical  patient  is  a young  black  male  with  a 
substance  abuse  problem.  This  implies  that 
effective  treatment  programs  for  these 
patients  must  not  only  deal  with  the  HlV-i- 
issLie  and  whatever  psychiatric  disorders  might 
exist,  but  also  be  culturally  sensitive  and  struc- 
tured to  manage  substance  abuse  problems  as 
well.  Knowledge  of  the  demographics  of  the 
HIV-h  patients  also  can  be  helpful  directing 
community  education  and  prevention  efforts 
toward  groups  at  greatest  risk. 

Third,  hospital  length  of  stay  and  cost  data 
reveal  trends  that  might  have  disturbing 
implications  for  state  mental  health  programs. 
On  the  positive  side,  it  seems  most  HIV-i- 
patients  can  be  managed  with  acute  admis- 
sions; they  have  a length  of  stay  and  cost  sim- 
ilar to  non-HlV-i-  patients.  However,  those 
HIV+  patients  who  need  care  in  a medical 
center  or  who  have  AIDS  dementia  require 
considerably  more  resources  for  their  care. 
The  increasing  number  of  HIV-i-  patients  sug- 
gests that  those  patients  requiring  this  type  of 
expensive  care  will  increase  too,  placing  even 
greater  demands  on  mental  health  budgets. 

Fourth,  incident  data  on  HIV-i-  patients  sug- 
gest that  the  care  of  these  patients  does  not 
appear  to  be  fraught  with  danger  for  clinical 
staff.  Problems  are  rare,  but  this  fact  can  actu- 
ally work  against  safety  efforts.  The  necessity 
for  sensible  precautions  must  continually  be 
brought  to  the  attention  of  staff  working  with 
all  patients.  The  incidents  of  consensual  sex 
involving  HIV-i-  patients  also  suggest  that 
safe  sex  education  should  be  a part  of  hospital 
milieu  programs. 

In  summary,  the  ramifications  of  the  AIDS 
epidemic  have  begun  to  appear  in  public 
mental  health  programs  outside  of  the  major 
metropolitan  areas  of  our  country.  As  the 
number  of  HIV-i-  patients  and  those  with 
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AIDS  increase  in  the  coming  years,  the 
design,  t'unding,  and  implementation  ol'etTec- 
tive  programs  for  their  care  will  become  more 
and  more  of  a challenge.  Solutions  to  the 
problems  they  present  will  only  be  possible 
through  the  combined  efforts  of  clinicians, 
administrators,  and  politicians  alike.  T 
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POSTPARTUM  EMOTIONAL  ILLNESS: 
RECOGNITION  AND  MANAGEMENT 
IN  PRIMARY  CARE 

MADELAINE  M.  WOHLREICH,  M.  D.* 


The  risk  of  psychiatric  illness  has  been  shown 
to  increase  substantially  in  women  in  the 
weeks  to  months  following  childbirth.'  ■ Many 
studies  document  this  period  as  one  of  partic- 
ular risk  for  depression,'  ’ although  controver- 
sy remains  about  the  etiology  of  this  increased 
risk.  Despite  numerous  studies  that  document 
an  incidence  of  around  10  percent  for  signifi- 
cant clinical  depression  in  women  following 
childbirth,^  ^ it  is  clear  that  few  of  these 
women  are  diagnosed  and  fewer  receive  ade- 
quate treatment.  The  depressed  or  emotionally 
disabled  mother  can  have  a lifelong  negative 
impact  on  her  developing  baby  and  the 
integrity  of  her  young  family.  Suicide  or 
infanticide  are  possible  consequences  of 
untreated  mental  illness  in  the  new  mother. 
These  tragedies  are  particularly  poignant 
because  early  recognition  and  management  of 
these  disorders  can  avert  such  unfortunate  out- 
comes. 

During  pregnancy  obstetric  patients  see 
their  physicians  with  increasing  frequency, 
usually  approaching  weekly  visits  by  the  last 
month  of  pregnancy.  Following  delivery,  after 
discharge  from  the  hospital,  most  will  not  see 
a physician  until  their  six-week  postpartum 
checkup  and  then  will  be  discharged  from 
obstetric  care.  Pediatricians  focusing  on  the 
new  baby  may  miss  less  obvious  evidence  of 
emotional  difficulties  in  the  mother.  Thus  a 
gap  in  health  care  may  exist  at  a point  of  very 
high  susceptibility  to  emotional  illness  during 
a woman’s  childbearing  years.  A number  of 
studies  link  social  stress  or  perceived  lack  of 
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Department  of  Psychiatry  and  Behavioral  Sciences, 
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social  support  with  poor  postpartum  adjust- 
ment. For  all  of  these  reasons,  the  primary 
care  physician  is  in  a unique  position  to  prac- 
tice preventive  medicine  for  the  young  family 
by  diagnosing  and  appropriately  managing 
postpartum  illness  in  women. 

Multiple  stressors  may  contribute  to  the 
increased  incidence  of  emotional  illness  in  the 
postpaitLim  period.  Biological  factors,  including 
changes  in  hormones  following  childbirth,  have 
been  suspected  of  causing  postpartum  emotional 
illness  by  many.  Some  researchers  have  claimed 
success  in  treating  some  of  these  disorders  with 
progesterone  preparations."  However,  no  studies 
have  documented  consistent  differences  in  hor- 
monal levels  in  women  with  postpartum  disor- 
ders, and  outcomes  in  treating  with  hormones 
have  been  inconsistent  and  must  therefore  still 
be  considered  experimental.  Of  note,  the  post- 
partum period  has  been  associated  with  a high 
prevalence  of  thyroid  dysfunction"  which  is 
known  to  be  linked  with  affective  disorders  and 
anxiety  disorders.  Sleep  deprivation,  common  in 
the  early  weeks  with  an  unpredictable  newborn, 
may  be  another  biological  stressor  contributing 
to  the  high  incidence  of  mental  illness  in  the 
postpartum  period. 

Psychosocial  factors  in  the  etiology  of  post- 
partum emotional  illnesses  have  been  postu- 
lated by  many.''*  Changes  in  social  roles,  mar- 
ital issues,  family  structure,  and  patterns  in 
daily  life  may  add  stress  to  the  possible  bio- 
logical underpinnings  of  these  emotional  ill- 
nesses, thereby  precipitating  psychiatric  dis- 
orders. Intrapsychic  factors,  such  as  inability 
to  identify  with  a healthy  model  of  mother- 
hood, are  felt  by  some  to  contribute  to  the 
onset  of  illness.  The  most  significant  risk  fac- 
tors for  postpartum  psychiatric  illness 
include  a history  of  prior  psychiatric  disorder 
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(especially  prior  postpartum  illness),  and 
I'amily  history  of  psychiatric  disorders.  Stress 
in  pregnancy,  marital  problems,  or  lack  of 
social  support  may  be  additional  risk  factors. 

COMMON  EMOTIONAL  DISORDERS 
IN  POSTPARTUM  WOMEN  (See  Table  1 ) 

Numerous  psychiatric  disorders  are  seen  in 
women  following  childbirth.  Controversy 
exists  as  to  whether  these  disorders  represent 
a distinct  clinical  entity  or  merely  an 
increased  incidence  of  disorders  present  at 
other  times  of  life."’  The  lack  of  universal 
diagnostic  criteria  for  these  disorders,  includ- 
ing an  agreed-upon  definition  of  what  consti- 
tutes the  term  “postpartum,”  has  complicated 
research  on  the  prevalence  of  these  disorders. 
Additionally,  there  may  be  overlap  of  some  of 
the  categories  of  illness  in  recent  studies.  A 
clearer  picture  emerges  of  an  increased  risk 
for  emotional  illness  in  the  year  following 
pregnancy  with  particular  risk  of  serious 
emotional  illness  in  the  first  three  months 
postpartum."  ’’  The  risk  of  psychiatric  hospi- 


talization increases  massively  above  pregnan- 
cy or  pre-pregnant  risk  for  women.'’  Yet,  larger 
numbers  of  milder  but  still  quite  significant 
emotional  disorders  of  this  period  go  largely 
undetected  and  untreated. 

Most  commonly  encountered  clinically,  and 
most  extensively  written  about,  are  the  depres- 
sions commonly  associated  with  the  postpar- 
tum period.  Disorders  of  mood  from  the  most 
transient  and  mild  to  severe,  incapacitating, 
and  life  threatening  are  seen  in  many  postpar- 
tum women.  Psychotic  illness  associated  with 
the  postpartum  period  has  been  described  for 
hundreds  of  years  under  the  label  of  “puerperal 
psychoses.”  More  recently  reports  and  descrip- 
tions of  anxiety  disorders,  in  particular  panic 
disorder,"’-'''  have  appeared  in  connection  with 
the  postpartum  period.  Lollowing  is  a descrip- 
tion of  the  emotional  disorders  most  common 
in  postpartum  women.  These  descriptions  are 
an  attempt  to  aid  in  clinical  recognition  of 
common  illnesses  rather  than  a definitive  clas- 
sification of  disorders  such  as  would  be 
required  for  research  purposes. 


TABLE  1 

COMMON  POSTPARTUM  EMOTIONAL  DISORDERS 

Description  Onset  #'s  Risk  to  Pt.  Intervention 

or  Baby? 

"Babv  Blues" 

Weepiness,  mild  liablity 
Usually  24-48  hrs  duration. 
No  persistent  low  mood. 

2-10  days 
Postpartum  (pp) 

50-80%  of 
women  after  birth 

No 

Education 

Reassurance 

Postoartuni 

Deoression 

Persistent  low  mood.  > 2 wks 
All  typical  signs/symptoms 
of  depression  possible. 
Decrea.sed  appetite,  sleep, 
guilt,  irritability,  hopelessness 
Wide  range  of  severity  seen. 

Typically  2-10 
weeks  pp 

> 10%  of 

postpartum  women 

Risk  of  suicide 
or  infanticide  in 
in  severe  cases. 
Long  term 
consequences  if 
untreated. 

Medical  workup 
Education  for 
family  and  pt. 
Assess  severity 
Initiate  manage- 
ment or  refer. 

Anxiety 

Disorders 

Feeling  tense,  worried,  dread 
restless,  trouble  falling  asleep 
Physical  symptoms  possible; 
palpitations,  sweating, 
dizziness,  shortness  of  breath 

Variable 

Not  Known 

Rarely:  suicide 

Medical  workup 
Education 
Assess  severity 
Initiate  manage- 
ment or  refer. 

Postoartum 

Psychosis 

Loss  of  contact  with  reality, 
confusion,  inappropriate 
responses.  May  be 
withdrawn,  agitated  or  bizarre 
Hallucinations/delusions 
possible.  May  have  rapid 
shifts  of  mood,  decreased 
ability  to  pay  attention. 

Often  1 day  to  4 
weeks  pp  (Highest 
risk  in  1st  3 months 

1-2/1000 

postpartum  womern 

High:  .Suicide  or 

infanticide 

possible 

Medical  workup 
Emergently  refer 
Educate  family. 
Warn  not  to  let 
patient  be  alone 
with  the  baby. 
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\'Hcihy  nines”  (also  called  the  ''Maternity 
nines”  or  “7'liree-I)nv  Hines”).  Fliis  is  Ihe 
mildest  and  most  transient  emotional  distiir- 
banee  eneountered  in  the  postpartum  period. 
The  “lihies”  are  believed  to  alTeet  up  to  70  to 
80  pereent  c)l'  women  and  usually  oeeur  with- 
in the  first  two  to  10  days  postpartum,  most 
often  oeeurring  r)ii  day  three  or  four.  Charae- 
teri/ed  by  an  abrupt  onset  of  weepiness,  with 
or  without  associated  low  mood  and  mild 
emotional  lability,  the  “Baby  Blues”  typically 
subsides  within  24  to  48  hours.  No  consistent 
relationship  has  been  found  between  “Baby 
Blues”  and  the  onset  of  true  postpartum 
depression.  However,  when  the  “Baby  Blues” 
does  not  subside  within  24  to  48  hours,  or 
when  it  is  associated  with  symptoms 
described  below,  this  may  represent  the  onset 
of  more  severe  postpartum  psychiatric  illness. 

The  etiology  of  “Baby  Blues”  is  poorly 
understood.  The  timing  of  this  disorder,  coin- 
ciding with  drastic  flux  in  levels  of  estrogen 
and  progesterone  as  well  as  the  hormones 
involved  in  breast-feeding,  suggests  an 
endocrinologie  origin.  However,  other  etio- 
logie  factors  have  been  postulated  as  well. 
Because  of  its  transitory  nature  it  is  unlikely 
that  “Baby  Blues”  produces  any  long-lasting 
serious  sequelae  for  the  patient  or  her  family, 
(unless  she  feels  stigmatized  by  misinterpre- 
tation of  her  symptoms  or  goes  on  to  have  a 
more  serious  psychiatric  disorder  in  subse- 
quent days  or  weeks). 

Appropriate  management  for  the  “Baby 
Blues”  consists  of  reassurance  and  education 
for  the  patient  and  her  family.  Many  seasoned 
clinicians  instruct  their  obstetric  patients  late 
in  pregnancy  about  the  possibility  of  the 
“Baby  Blues,”  advising  patients  to  contact 
them  if  symptoms  persist.  It  is  also  useful  to 
differentiate  “Baby  Blues”  from  postpartum 
depression  for  patients,  as  many  will  be  con- 
cerned that  their  tearfulness  represents  a seri- 
ous emotional  illness. 

Postpartum  Depression.  Disorders  with 
depressed  mood  are  extremely  common  in  the 
postpartum  period.  Depression  is  clearly  the 
most  common  clinically  significant  disorder 


following  childbirth.  Various  studies  have 
cited  incidences  of  between  approximately 
three  to  five  pereent  and  as  high  as  25  per- 
cent."'^ f he  most  commonly  agreed-upon 
estimate  is  that  10  pereent  of  women  experi- 
ence clinically  significant  depression  in  the 
months  after  childbirth.  While  psychiatrists 
currently  difl'erentiate  among  Major  Depres- 
sion, Dysthymic  Disorder,  and  Adjustment 
Disorder  with  Depressed  Mood,  using  the 
official  diagnostic  criteria  of  the  DSM  III-R,'^ 
boundary  lines  in  postpartum  illness  are 
blurred  by  a full  spectrum  of  severity. 

Depression  is  characterized  by  persistent 
low  mood,  diminished  self-esteem,  and  loss 
of  energy  and  interest  in  prior  activities  and 
may  include  weight  loss,  changes  in  sleeping 
patterns,  and  suicidal  ideation.  In  postpartum 
women,  sleep  loss  and  weight  loss  can  be 
normal  oceurrenees  and  difficult  to  differenti- 
ate from  symptoms  of  depression.  The  author 
finds  it  useful  to  ask  the  patient  if  she  is  able 
to  sleep  when  the  baby  has  a lengthy  .stretch 
of  sleep,  or  if  she  feels  “wired”  all  the  time. 
Weight  loss  due  to  loss  of  appetite  should  be 
differentiated  from  weight  loss  due  to  inten- 
tional dieting  or  from  being  too  harried  to  eat 
properly.  Surprisingly  common  in  postpar- 
tum depression,  yet  rarely  volunteered  by  the 
patient,  are  hostile  fantasies  or  even  ideas  of 
harming  the  baby.  Although  rarely  acted  on, 
these  thoughts  are  usually  associated  with 
tremendous  guilt  and  horror  by  the  mother 
who  may  conclude  that  she  is  a terrible  per- 
son. or  even  become  suicidal  in  the  light  of 
such  unacceptable  thoughts. 

The  onset  of  postpartum  depression  is  often 
insidious,  usually  beginning  two  to  six  weeks 
after  the  birth,  often  following  a period  of 
well-being  or  even  joyousness.  Unless  they 
have  been  previously  diagnosed  with  depres- 
sion, most  patients  will  not  recognize  their 
symptoms  as  representing  an  illness,  especially 
if  they  have  never  had  a child  before.  There- 
fore, asking  the  patient  if  she  is  “depressed” 
may  not  be  adequate  to  diagnose  this  disorder. 
Standardized  depression  inventories  such  as 
the  Hamilton,'^  or  Beck.”  Depression  Inven- 
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lories  may  be  used  in  screening  but  may  be 
somewhat  less  specific  in  postpartum  depres- 
sion due  to  normal  changes  in  daily  patterns 
following  childbirth  which  may  give  mislead- 
ing results.'*  Additionally,  the  scales  used  to 
diagnose  Major  Depression  may  fail  to  identi- 
fy large  numbers  of  women  with  mild  to 
moderate  or  “minor”  depressions  which  may 
be  of  great  clinical  significance  to  the  patient 
and  her  family  due  to  the  crucial  role  she 
plays  during  the  early  months  of  her  infant's 
life.  A simple  self-rated  postpartum  depres- 
sion inventory  was  developed  in  Great  Britain 
by  Cox  et  aP'^  and  is  shown  in  Appendix  A 
(modified  by  this  author  for  clinical  use  in  the 
United  States).  This  can  be  filled  out  by  the 
patient  at  the  time  of  her  postpartum  check  up 
or  when  a suspicion  of  postpartum  depression 
arises  or  during  a visit  to  the  primary  care 
physician  or  pediatrician.  After  screening, 
patients  should  be  interviewed  about  symp- 
toms to  confirm  diagnosis  and  assess  severity. 

Anxiety  Disorders  in  Postpartum  Patients. 
The  prevalence  of  anxiety  disorders  follow- 
ing childbirth  has  not  been  well  established. 
However,  several  reports''"'’  describe  panic 
and  other  anxiety  disorders  developing  during 
this  period,  and  increased  postpartum  risk 
appears  likely.  Symptoms  of  anxiety  disor- 
ders include  jitteriness,  a sense  of  dread, 
unfounded  worry  or  fears,  insomnia  and 
physical  symptoms  such  as  pounding  heart- 
beat, sweating,  dizziness,  and  shortness  of 
breath.  Panic  disorder  consists  of  severe  short 
episodes  of  incapacitating  anxiety  and  intense 
awareness  of  somatic  symptoms  such  as  pal- 
pitations and  shortness  of  breath,  accompa- 
nied by  a sense  of  intense  dread,  often  of 
dying  or  going  crazy.  The  diagnosis  of  anxi- 
ety disorder  should  be  considered  in  patients 
who  report  such  symptoms.  Other  anxiety 
disorders  in  the  postpartum  period  may  pre- 
sent as  excessive  fears  for  the  baby’s  safety, 
or  increased  need  for  reassurance  or  endless 
questions  about  baby  care  by  the  new  mother. 
Patients  suspected  of  experiencing  anxiety 
disorders  in  the  postpartum  period  should  be 
questioned  about  commonly  associated  symp- 


toms, and  severity  of  the  disorder  should  be 
roughly  assessed  by  the  level  of  dysfunction 
associated  with  the  illness. 

Psychosis  in  the  Postpartum  Period.  Psy- 
chosis is  not  a specific  illness  but  rather  a 
generic  term  meaning  loss  of  contact  with 
reality.  As  such  it  is  not  usually  considered  a 
distinct  clinical  disorder.  Numerous  illnesses, 
including  mania,  schizophrenia  or  delirium, 
can  cause  a patient  to  become  psychotic.  Psy- 
chosis in  the  postpartum  period,  however,  is 
felt  by  some  to  be  a unique  clinical  entity. 
Descriptions  of  postpartum  or  puerperal  psy- 
chosis date  back  in  this  country  to  the  early 
19th  century.  The  nature  and  consistency  of 
descriptions  of  postpartum  psychosis  suggest 
that  this  may  be  a distinct  disorder  and  the 
term  “postpartum  psychosis,”  although  not 
included  in  DSM  III-R,  is  widely  used  by 
clinicians  and  laymen.  Most  often  character- 
ized as  a florid  and  intense  psychotic  illness, 
this  disorder  is  less  common  than  depression 
and  is  believed  to  affect  about  one  out  of 
every  thousand  women  following  childbirth. 
Symptoms  usually  begin  within  days  to 
weeks  after  delivery.  Onset  may  be  quite 
acute  with  the  patient  becoming  irrational, 
delusional,  and  bizaire  within  hours.  Patients 
may  withdraw,  speak  nonsensically,  or  have 
fixed,  faulty  ideas  (delusions)  which  may 
often  center  around  the  baby  (such  as  that  the 
baby  is  the  child  of  the  devil).  The  patient 
may  hear  voices,  possibly  instructing  her  to 
harm  the  child,  and  may  become  quite  agitat- 
ed or  fearful.  Since  organic  causes  such  as 
drug  ingestion  or  thyrotoxicosis  can  cause 
psychosis,  this  illness  should  be  treated  as 
both  a medical  and  psychiatric  emergency, 
and  a thorough  search  for  possible  organic 
contributants  should  be  initiated. 

CLINICAL  MANAGEMENT  OF  POST- 
PARTUM PSYCHIATRIC  ILLNESS 
(See  Table  I ) 

The  most  important  aspect  of  managing  post- 
partum illness  is  recognizing  postpartum  ill- 
ness. All  patients  who  have  recently  delivered 
a baby  should  be  considered  at  risk  as  a prior 
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absence  of  mental  illness  does  not  protect 
against  the  possibility  of  a I'irst  episode. 
Symptoms  should  be  searched  for  at  the  time 
of  the  postpartum  visit  or  sooner.  Symptomat- 
ic patients  shonid  be  worked  up  lor  possible 
medical  illness  including  thyroid  dyslunelion. 
Any  symptoms  reported  or  acknowledged 
should  be  assessed  for  level  c)f  severity.  A 
simple  lest  lor  severity  is  to  ask  the  patient 
and  her  family  whether  the  symptoms  are 
interfering  with  the  mother’s  ability  to  per- 
form her  daily  tasks,  or  if  symptoms  are  caus- 
ing her  or  the  family  distress.  Keeping  in 
mind  that  even  minor  dysfunction  in  the 
mother  of  a newborn  can  have  major  conse- 
quences, the  clinician  may  wish  to  keep  a low 
threshold  for  initialing  treatment  for  these 
disorders.  Milder  forms  of  depression  and 
anxiety  may  benefit  from  a combination  of 
reassurance  and  close  follow-up  by  the  pri- 
mary care  physician.  Concrete  advice  from 
the  clinician  or  an  experienced  mother  about 
such  issues  as  breastfeeding,  the  necessity  for 
enlisting  collateral  supports  for  the  new 
mother,  and  the  importance  of  “time  oft"  can 
benefit  milder  problems  in  adjusting  to  a new 
baby.  However,  for  those  patients  who  have 
more  severe  physical  or  emotional  symptoms 
associated  with  these  common  psychiatric 
disorders,  more  aggressive  treatment  is 
required.  For  depression,  the  newer  tricyclics 
such  as  nortriptyline  or  desipramine  or  the 
newer  non-tricyclic  antidepressants  such  as 
fluoxetine  or  sertraline  in  therapeutic  doses 
are  usually  well  tolerated  and  have  high  effi- 
cacy. Once  instituted,  pharmacologic  treat- 
ment for  depression  should  continue  for  six 
months.  Panic  disorder  and  generalized  anxi- 
ety disorder  can  often  be  managed  in  primary 
care  as  well  with  appropriate  benzodiazepines 
such  as  clonazepam  or  alprazolam  or  with  tri- 
cyclic antidepressants.  (See  Table  1 ). 

Close  follow-up  should  always  accompany 
initiation  of  treatment  with  medication.  At 
least  weekly  visits  should  be  instituted  until 
stabilization  with  monthly  follow-up  for  the 
rest  of  the  course  on  medication.  Any  patient 
suspected  of  being  psychotic  in  the  postpar- 


tum period,  as  well  as  the  patient  who  is  sui- 
cidal or  preoccupied  with  thoughts  of  harm- 
ing others,  including  her  baby,  should  be 
referred  for  emergent  psychiatric  evaluation 
and  management.  Neuroleptic  drugs  such  as 
haloperidol  and  mood-stabilizing  medications 
such  as  lithium,  in  addition  to  antidepres- 
sants. are  often  utilized  in  psychotic  postpar- 
tum patients.  Eleetroeonvulsanl  therapy  has 
also  been  found  to  be  extremely  beneficial  in 
ameliorating  the  emergency  of  postpartum 
psychosis. 

The  goal  of  management  of  postpartum  emo- 
tional illness  is  to  return  the  patient  to  full 
function  in  her  crucial  roles  both  inside  and 
outside  of  the  family  as  soon  as  possible.  To 
this  end,  medication  is  often  quite  expedient. 
Breast-feeding  by  nursing  mothers  complicates 
medication  management  in  these  patients. 
Many  patients,  their  families,  and  health  care 
providers  consider  breast-feeding  of  extreme 
importance  in  the  postpartum  period.  Virtually 
all  medications  taken  by  the  nursing  mother 
are  excreted  in  breast  milk.  Although 
extremely  low  levels  of  tricyclic  antidepres- 
sants have  been  found  in  the  breast  milk  of 
nursing  mothers  being  treated  with  these  medi- 
cations,-'* safe  levels  of  all  psychiatric  medica- 
tions have  not  been  established  for  neonates. 
Benzodiazepines  and  lithium  should  be  avoid- 
ed in  nursing  mothers  as  they  can  cause  toxic 
effects  in  the  neonate.-'  Despite  case  reports, 
there  are  no  guidelines  about  the  safety  of  the 
new  non-tricyclic  antidepressants  in  nursing 
mothers.  For  these  reasons  a clinical  dilemma 
often  arises  in  treating  postpartum  psychiatric 
illness  in  nursing  women.  In  addition  to 
weighing  the  risks  and  benefits  of  initiating  or 
withholding  pharmacologic  treatment  to  the 
mother  and  her  baby,  the  physician  must  be 
aware  that  most  women,  particularly  severely 
depressed  women,  will  have  strong  feelings 
about  discontinuing  breast-feeding  in  order  to 
start  medication.  If  handled  sensitively,  enlist- 
ing family  support,  this  can  usually  be  success- 
fully negotiated.  When  it  is  explained  to  the 
patient  that  her  full  emotional  function  is  now 
more  crucial  to  her  baby  than  breast  milk,  most 
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patients  will  agree  to  terminate  breast-feeding 
in  order  to  initiate  neeessary  medieation. 
Often,  it  is  useful  to  negotiate  a brief  waiting 
period  for  further  evaluation  before  initiating 
medication.  Lor  example,  a patient  and  her 
physician  may  agree  that  should  significant 
improvement  in  symptoms  not  occur  within 
two  weeks,  medication  would  be  initiated. 

At  times,  it  may  be  necessary  to  consider 
hospitalization.  This,  too,  represents  a diffi- 
cult dilemma  in  management,  as  hospitaliza- 
tion will  impose  a separation  of  the  mother 
from  her  baby  and  family  at  a time  of  crucial 
adjustment.  With  psychotic  illness  or  very 
severe  depression,  however,  hospitalization  in 
a psychiatric  facility  may  become  necessary. 
Again  the  risks  and  benefits  to  the  patient,  her 
baby,  and  family  must  be  carefully  weighed 
in  making  this  decision.  During  hospitaliza- 
tion, frequent  supervised  visits  with  the  baby 
should  be  encouraged  as  much  as  possible. 

CLINICAL  MATERIAL 

Case  I.  Mrs.  A.  was  a 32-year-old  manned  for- 
mer secretary  who  gave  birth  to  her  first  child 
following  a pregnancy  complicated  by  prema- 
ture labor  at  28  weeks.  Treated  with  tocolytics, 
her  condition  stabilized  and  she  was  dis- 
charged to  her  home  at  3 1 weeks.  At  39  weeks 
she  gave  birth  to  a normal  baby  girl  by  vaginal 
delivery.  Two  days  following  delivery,  she 
expressed  concern  about  “crying  spells.”  She 
noted  tearfulness  whenever  anyone  came  to 
visit  her  or  see  the  baby  and  stated  she  was 
“like  a faucet  being  turned  on.”  When  her  hus- 
band brought  flowers,  this  precipitated  an  out- 
burst of  tears  without  associated  sadness.  She 
was  concerned  about  “postpartum  depression” 
having  heard  of  this  in  the  media. 

On  interview  her  physician  established  that 
Mrs.  A.  did  not  have  a persistent  low  mood  or 
a history  of  depression.  Her  thoughts  were 
coherent  and  logical  and  she  described  nor- 
mal, even  happy  moods  between  crying 
episodes.  The  physician  explained  that  this 
was  probably  just  “Baby  Blues”  and  instructed 
her  to  check  in  with  him  after  discharge  to 
home  to  be  sure  the  “Blues”  subsided.  He 


instructed  her  about  typical  symptoms  of  post- 
partum depression  and  asked  her  to  call  if  she 
noted  these. 

Three  days  later  the  patient  reported  from 
home  that  the  crying  had  stopped  and  she  felt 
well.  At  postpartum  check  up  her  mood  was 
stable.  She  reported  exhaustion  but  no  symp- 
toms of  depression  or  crying  spells.  She  con- 
tinued to  have  an  uneventful  postpartum 
course. 

Case  II.  Mrs.  J.  was  a 36-year-old  married 
teacher  with  no  prior  psychiatric  history  but  a 
family  history  consisting  of  an  episode  of 
Major  Depression  experienced  by  her  father 
treated  20  years  ago.  She  was  seen  by  her 
family  doctor  10  weeks  after  the  birth  of  her 
second  child  after  scheduling  an  appointment 
for  a “check  up.”  Her  pregnancy  and  delivery 
had  been  uncomplicated  and  she  felt  well  at 
the  time  of  hospital  discharge.  However  over 
the  following  two  weeks  she  developed  a 
gradually  increasing  feeling  of  uneasiness  and 
anxiety  which  initially  focused  on  daily  rou- 
tines like  preparing  dinner.  As  weeks  pro- 
gressed she  felt  unable  to  negotiate  even  nor- 
mal stresses  and  found  her  child's  crying  near- 
ly impossible  to  tolerate.  In  addition,  her 
mood  was  low,  she  began  having  crying  spells 
daily,  lost  her  appetite  and  was  unable  to  sleep 
more  than  an  hour  at  a time.  She  felt  she  was 
unable  to  love  her  new  baby  and  was  a failure 
as  a mother  to  her  older  child.  She  was  haunt- 
ed by  thoughts  that  she’d  made  a temble  mis- 
take by  having  a second  child  and  that  she  had 
ruined  the  lives  of  her  children  and  husband 
who  might  be  better  off  without  her.  After 
wondering  if  breast-feeding  might  be  con- 
tributing to  her  fatigue,  she  had  abruptly  dis- 
continued it.  On  week  nine  postpartum  she 
consulted  with  her  obstetrician  who  had  pre- 
scribed lorazepam  Img  tid,  but  she  continued 
to  feel  anxious,  depressed  and  desperate. 
CBC,  LLTs,  and  Chem  Profile  were  normal. 

She  was  begun  on  nortriptyline,  50  mg, 
increasing  to  75  mg  daily  over  the  next  week. 

Within  a week  her  sleep  began  to  improve. 
Over  the  next  two  weeks  her  anxiety  abated, 
she  became  more  animated  and  finally  report- 
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ed  her  mood  was  brighter  by  week  four  on 
the  medication.  By  six  weeks  on  medication 
she  stated  slie  felt  “100  percent  well.”  Fol- 
lowing stabili/.ation  she  was  treated  with  nor- 
triptyline for  six  months  while  being  seen  at 
monthly  intervals.  She  continued  to  seek 
advice  from  her  physician  about  managing 
her  baby  and  reported  she  was  doing  well.  At 
two-year  follow-up  she  continues  to  be  free 
of  psychiatric  symptoms  and  has  returned  to 
part-time  work  as  well  as  her  mothering 
duties. 

Case  III.  Mrs.  T.  was  a married.  25-year- 
old  who  worked  as  a dispatcher  for  a delivery 
service  at  the  time  she  delivered  her  first 
baby,  a boy,  by  Cesarian  section  after  a term 
pregnancy  without  complications.  At  age  19 
she  had  had  one  episode  of  probable  Major 
Depression  for  which  she  did  not  seek  treat- 
ment and  had  gradually  recovered.  During 
her  planned  and  wanted  pregnancy  she  felt 
well  and  happily  anticipated  the  birth  of  her 
child.  About  one  week  after  delivery  she 
noted  onset  of  crying  spells  and  “restless- 
ness” which  caused  her  to  pace  uncomfort- 
ably from  room  to  room  in  her  house.  She 
complained  of  having  no  interest  in  her  baby, 
although  she  took  apparent  adequate  physical 
care  of  him.  She  felt  quite  guilty  about  this 
and  feared  she  could  never  grow  to  love  him. 

By  week  three  postpartum  she  felt  agitated 
all  the  time,  unable  to  sleep  or  eat,  and  was 
having  intermittent  thoughts  of  ending  her 
life,  although  she  had  made  no  plans  to  do  so 
and  was  alarmed  and  concerned  about  these 
thoughts.  She  wondered  if  she  should  return 
to  work  because  she  might  feel  better  there 
and  spent  hours  debating  the  pros  and  cons  of 
this  dilemma.  On  exam  she  was  agitated, 
ringing  her  hands,  tearful,  without  psychotic 
thoughts  and  seemed  severely  depressed; 
CBC,  LFTs  Chem  Profile  and  physical  exam 
were  within  normal  limits.  Consultation  with 
both  her  husband  and  mother  allowed  institu- 
tion of  a plan  for  someone  to  be  with  her  and 
the  baby  24  hours  a day  while  outpatient 
treatment  was  initiated  with  fluoxetine  20 
mg/day.  She  and  her  family  were  instructed  to 


maintain  close  contact  with  the  treating 
physician  by  phone  to  report  progress  or 
problems,  and  weekly  outpatient  visits  with 
the  physician  were  arranged.  Over  the  next 
three  and  one  half  weeks  her  mood  bright- 
ened, her  sleep  and  appetite  returned  and  the 
agitation  and  sense  of  urgency  about  return- 
ing to  work  subsided. 

On  week  12  postpartum  the  patient  discon- 
tinued her  fluoxetine  “because  I felt  fine.” 
Within  three  weeks  her  depressive  symptoms 
returned  and  she  again  became  agitated,  rest- 
less, severely  depressed  and  suicidal.  Psychi- 
atric inpatient  hospitalization  was  advised  to 
assure  her  safety  while  reinstituting  antidepres- 
sant treatment.  She  again  responded  to  Buoxe- 
tine,  was  discharged  and  continues  to  do  well 
on  medication  five  months  postpartum. 

SUMMARY 

Recognition  and  management  of  postpartum 
depression  and  other  emotional  illnesses  in 
the  primary  care  setting  is  both  possible  and 
desirable.  Screening  questionnaires  and  clini- 
cal inter\'iews.  education  of  the  patient  and 
her  family,  and  appropriate  use  of  medication 
and  support  will  allow'  the  primary  care 
physician  to  manage  the  majority  of  these 
cases  successfully.  Depression  is  the  most 
common  disorder  seen  in  the  postpartum  peri- 
od, but  several  other  psychiatric  illnesses  are 
also  more  common  in  this  period.  Decisions 
about  pharmacologic  management  as  well  as 
hospitalization  must  be  made  in  the  context 
of  risks  and  benefits  to  the  patient,  her  baby, 
and  her  family.  Although  untreated  emotional 
illness  in  postpartum  women  can  have  long- 
term sequelae  for  the  family,  appropriately 
managed  most  of  these  disorders  have  an 
excellent  prognosis.  ~i 
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Appendix  A 

EDINBURGH  POSTNATAL  DEPRESSION  SCALE  (EPDS)* 


Instruclions  (or  users 

1 . Tlie  mother  is  asked  to  underline  the  response  which  comes  closest  to  how  she  has  been  feeling  in  the  previous  7 days. 

2.  All  ten  items  must  be  completed. 

3-  Care  should  be  taken  to  avoid  the  possibility  of  the  mother  discussing  her  answers  with  others. 

4.  The  mother  should  complete  the  scale  herself,  unless  she  has  limited  English  or  has  difficulty  with  reading. 

5.  The  EPDS  may  be  used  at  6-8  weeks  to  screen  postnatal  women  The  child  health  clinic,  postnatal  check-up  or  a home  visit  may  provide  suitable  opportunities  for  its 
completitm. 


Since  you  have  recently  had  a baby,  we  would  like  to  know  how  you  arc  feeling.  Please  L’NDKRLINK  the  answer  which  comes  closest  to  how  you  have  felt  IN  THF^ 
PAST  7 DAYS,  not  just  how  you  feel  today. 


Here  is  an  example,  already  completed.  I have  felt  happy:  Yes,  all  the  time 

Yes,  most  of  the  time 
No,  not  very  often 
No,  not  at  all 


"I  have  felt  happy  most  of  the  time"  during  the  past  week.  Please  complete  the  other  questions  in  the  same  way. 


This  would  mean: 

III  the  past  7 days: 

1 . I have  been  able  to  laugh  and  see  the  funny  side  of  tilings. 

As  much  as  I always  could 
Not  quite  as  much  now 
Definitely  not  so  much  now 
Not  at  all 

2.  I have  looked  forward  with  enjoyment  to  things 

As  much  as  I ever  did 
Somewhat  less  than  I used  to 
Definitely  less  than  I used  to 
Hardly  at  all 

* 3.  1 have  blamed  myself  unnecessarily  when  things  went  wrong 

Yes,  most  of  the  lime 
Yes,  some  of  the  lime 
Not  very  often 
No.  never 

4.  I have  been  anxious  or  worried  for  no  good  reason 
No.  not  at  all 
Hardly  ever 
Yes,  sometimes 
Yes,  very  often 

* 5.  I have  fell  scared  or  panicky  for  no  very  good  reason 

Yes,  quite  a lot 
Yes,  .sometimes 
No,  not  much 
No.  not  at  all 


* 6.  Things  have  been  gelling  to  me 

Yes,  most  of  the  time  I haven’t  been  able  to  cope  at  all 
Yes,  sometimes  I haven't  been  coping  as  well  as  usual 
No,  most  of  the  lime  1 have  coped  quite  well 
No,  I have  been  coping  as  well  as  ever 

* 7.  I have  been  so  unhappy  that  I have  had  difficulty  sleeping 

Yes,  most  of  the  lime 
Yes,  sometimes 
Yes,  quite  often 
Not  very  often 
No.  not  at  all 

*8.  I have  fell  sad  or  miserable 
Yes,  most  of  the  lime 
Yes,  quite  often 
Not,  very  often 
No,  not  at  all 

*9.1  have  been  so  unhappy  that  1 have  been  crying 
Yes.  most  of  the  time 
Yes.  quite  often 
Only  occasionally 
No,  not  at  all 

* 10.  The  thought  of  harming  myself  has  occurred  to  me 

Yes.  quite  often 
Sometimes 
Hardly  ever 
Never 


Response  categories  are  scored  0. 1 ,2,  according  to  increased  severity  of  the  symptoms. 

* Items  marked  with  an  asterisk  are  reverse  scored  (i.e. , 3,2,1  and  0).  The  total  score  is  calculated  by  adding  together  the  scores  for  each  of  the  ten  items.  Uses  may 
reproduce  the  scale  without  further  permission  providing  they  respect  copyright  (which  remains  with  the  British  Journal  of  Psychiatry)  by  quoting  the  names  of  the 
authors,  the  title,  and  the  source  of  the  paper  in  all  reproduced  copies. 


A score  of  12/13  has  been  shown  to  correlate  with  a depressive  illness  of  varying  severity.  A careful  clinical  assessment  should  be  carried  out  to  confirm  the  diagnosis.  In 
doubtful  cases,  the  scale  may  be  usefully  repealed  after  2 weeks. 


'adapted  (with  author's  permission)  from  Cox  JL  et  al;  The  Edinburgh  Postnatal  Depression  Scale.  Brit  J Psychiatry,  1987. 
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APRIL  CME  CREDITS:  6 Hours.  AMA  Category  1 


I Thursday  April  7, 1994 

I Sumter,  SC,  Big  Jim's  Restaurant 
I Rheumatology  Diagnosis  & Treatment  Update 
SPONSOR:  South  Carolina  Chapter  American  Academy 
of  Family  Physicians 

CONTACT:  Norman  Clinkscales.  MD.  (803)  773-9140 
CME  CREDITS:  1 AAFP  Prescribed  Hour 

I 

Thursday-Saturday  April  7-9, 1994 

Hilton  Head  Island,  SC,  Mariners  Inn 
Infectious  Diseases  For  The  Practicing  Physician 
SPONSOR:  South  Carolina  Chapter  American  Academy 
of  Family  Physicians 

CONTACT:  Joseph  F.  Plouffe,  MD,  (614)  293-8733 
CME  CREDITS:  1 1 AAFP  Prescribed  Hours 

Thursday-Friday  April  7-8, 1994 

Charleston,  SC,  Hawthorn  Suites  Hotel 
Current  Topics  in  Gastroenterology 
SPONSOR:  Medical  University  of  South  Carolina 
DESCRIPTION:  This  course  will  provide  an  update  in 
several  areas  of  gasU'oenterology. 

TYPE  OF  AUDIENCE:  Practicing  gastroenterologists, 
internists,  family  practitioners,  residents,  and  frainees  in  gas- 
troenterology. 

CONTACT:  Odessa  Ussery,  (803)  792-4071 
PROGRAM  FEE:  $225  for  physicians  in  practice;  $125 
for  physicians  in  training 
FACULTY:  Guest  faculty  and  MUSC  faculty 
CME  CREDITS:  12  Hours,  AMA  Category  1 

Friday-Saturday  April  15-16, 1994 

Charleston,  SC,  Basic  Science  Building  Auditorium,  MUSC 
Transplant  Surgery  Conference 
SPONSOR:  Medical  University  of  South  Carolina 
I®SCRIPnON:  This  course  will  {rovide  an  update  in  the  latest 
techniques,  treatments  and  research  in  transplantation. 

TYre  OF  AUDIENCE:  Practicing  surgeons  in  SC 
CONTACT:  Odessa  Ussery,  (803)  792-4071 
PROGRAM  FEE:  $35  for  physicians  in  practice;  $20 
fw  physicians  in  training 
FACULTY;  MUSC  faculty 


Friday-Wednesday  April  15-20, 1994 

Atianta,  GA,  Medical  College  of  Georgia,  Augusta,  GA 
International  Pain  Symposium 
SPONSOR-.Mcdical  College  of  Georgia 
CONTACT;  Katrinka  Ake.son,  (800)  221-6437  or 
(706)721-3967 

CME  CREDITS:  35  Hours,  AMA  Categor>'  1 

Wednesday  April  20, 1994 

AU  hospitals  and  health  care  institutions  receiving 
Health  Communications  Network  broadcasts. 

Lipids  and  Dietary  Control  in  Pediatrics  - .4  Videocon- 
ference 

SPONSOR:  Medical  University  of  South  Carolina 
DESCRIPTION:  A live  videoconference  originating  from 
the  Medical  University  of  SC  with  presenters  from  the  Col- 
lege of  Medicine  and  offering  an  opportunity  for  state  physi- 
cians to  call  in  their  questions. 

TYPE  OF  AUDIENCE:  SC  physicians 
CONTACT:  Odessa  Ussery,  (803)  792-407 1 
PROGRAM  FEE:  None 

FACULTY:  Dr.  Ashby  B.  Taylor,  III,  AsscKiate  Professor 
of  Pediatrics,  Carolyn  B.  Kusenda,  RD,  CNSD,  Pediatric 
Dietician 

CME  CREDITS:  1 Hour,  AMA  Category  1 

Saturday-Sunday  April  23-24, 1994 

Augusta,  GA,  Medical  College  of  Georgia 
Pathology  Symposium 
SPONSOR:  Medical  College  of  Georgia 
CONTACT:  Katrinka  Akeson,  (800)  221-6437  or 
(706)  721-3967 

CME  CREDITS:  16  Hours,  AMA  Category  1 

Tuesday  April  26,  1994 

Charleston,  SC,  Trident  Regional  Medical  Center 
Clinical  Pathology  Conference 
SPONSOR:  South  Carolina  Chapter  American  Academy 
of  Family  Physicians 

CONTACTT:  Kathryn  Malone,  (803)  797-4670 
CME  CREDITS:  3 AAFP  Prescribed  Hours 


I iiui  MJitj'-cviilUl  uay  April  xo— ju,  lyy** 

Charleston, SC,  Omni  Hotel 
The  146th  Annual  SCMA  Scientific  Assembly 
SPONSOR;  The  SCMA,  MUSC,  USCSM,  and  the  SCAAFP 
CONTACT:  Debbie  Shealy,  (803)  798-6207 
CME  CREDITS:  14  Hours,  AMA  Category  1;  14  AAFP  Pre- 
scribed Hours 

Thursday-Saturday  April  28-30, 1994 

Hilton  Head  Island,SC,  Sea  Pines  Resort 
Pediatrics  Update 

SPONSOR:  South  Carolina  Chapter  American  Academy 
of  Family  Physicians 

CONTACT:  George  M.  Converse,  MD,  (205)  783-5276 
CME  CREDITS:  14.25  AAFP  Prescribed  Hours 

MAY 


Monday-Saturday  May  2-7, 1994 

Augusta,  GA,  Medical  College  of  Georgia 
Primary  Care  and  Family  Practice  Symposium 
SPONSOR:  Medical  College  of  Georgia 
CONTACT:  Katrinka  Akeson,  (800)  221-6437  or 
(706)  721-3967 

CME  CREDITS:  52  Hours,  AMA  Category  1 

Friday-Saturday  May  13-14, 1994 

Augusta,  GA,  Medical  College  of  Georgia 
Nutrition 

SPONSOR:  Medical  College  of  Georgia 
CONTACT:  Katrinka  Akeson,  (800)  221-6437  or 
(706)721-3967 

CME  CREDITS;  10  Hours,  AMA  Category  1 

Thursday-Sunday  May  12-15, 1994 

Charleston,  SC,  Mills  House  Hotel 
Postgraduate  Course  in  Surgery 
SPONSOR:  Medical  University  of  South  Carolina 
DESCRIPTION:  This  course  will  provide  an  update  for 
practicing  surgeons  on  current  topics,  concepts,  issues  and  prob- 
lems relative  to  the  broad  field  of  general  surgery. 

TYPE  OF  AUDIENCE:  Practicing  surgeons 
CONTACT:  Anne  Tokarczyk.  (803)  792-9393 
PROGRAM  I^E:  $450  before  April  20;  $525  after  April  20 
FACULTY;  Guest  faculty  and  MUSC  faculty 
CME  CREDITS;  21.25  Hours,  AMA  Category  1 

Friday-Saturday  May  13-14, 1994 

Charleston,  SC,  Omni  Hotel 
1994  Ophthalmology  Update 
SPONSOR:  Medical  University  of  South  Carolina 
DESCRIPTION:  This  course  will  provide  basic  under- 
standing of  managed  care  concepts  and  contracts,  how  it  will 
affect  your  ophthalmic  practice  and  what  strategies  will  need 
to  be  implemented  to  participate  in  this  future  health  care 
delivery  system. 

TYPE  OF  AUDIENCE:  Practicing  ophthalmologists 
CONTACT;  Maddie  Manuel,  (803)  792-2760 
PROGRAM  FEE;  $395 
FACULTY:  Guest  faculty  and  MUSC  faculty 


Wednesday  May  18, 1994 

All  hospitals  and  health  care  institutions  receiving 
Health  Communications  Network  broadcasts. 
Myocardial  Infarction  - A Videoconference 
SPONSOR:  Medical  University  of  South  Carolina 
DESCRIPTION:  This  course  will  provide  an  update  in 
several  areas  of  gastroenterology. 

TYPE  OF  AUDIENCE:  South  Carolina  physicians 
CONTACT:  Odessa  Ussery,  (803)  792-4071 
PROGRAM  FEE:  None 

FACULTY : Dr.  Peter  Gazes,  FTofessor  of  Medicine,  Dr. 

J.  Michael  Grayson,  Assistant  FTofessor  of  Medicine 
CME  CREDITS:  1 Hour,  AMA  Category  1 

Thursday-Friday  May  19-20, 1994 

Charlotte,  NC,  Omni  Charlotte  Hotel  & Radisson  Plaza  F 
Caro  Unas  Medical  Center  Spring  Symposium  1994 
SPONSOR:  University  of  North  Carolina  School  of  Medici 
TYPE  OF  AUDIENCE:  Dentistry,  emergency  medicine 
family  practice,  general  surgery,  internal  medicine,  neuro- 
sciences, obstetrics  and  gynecology,  oncology  for  nurses, 
oncology  for  physicians,  orthopaedic  surgery,  pediatrics, 
physical  medicine  and  rehabilitation  and  psychiatry. 
CONTACT:  Jocelyn  Rose,  (704)  355-5201 
PROGRAM  FEE:  $75  for  DDS,  DMD,  MD,  PhD,  and 
Pharm  D;  $50  for  Nurses  and  Allied  Health  Professionals; 
$25  for  Residents  and  Students 
CME  CREDITS;  Hour  per  hour,  AMA  Category  1;  Hour  p 
hour  AAFP  Prescribed  Hours 

Thursday-Saturday  May  26-28, 1994 

Charleston,  SC,  Hawthorn  Suites  Hotel 
Spoleto  Update:  Putting  Prevention  into  Practice  \ 

SPONSOR:  Medical  University  of  South  Carolina  ^ 

DESCRIPTION:  This  course  is  designed  to  give  primary  I 
care  physicians  a practical  approach  to  implementation  of 
optimal  preventive  medicine  strategies  in  everyday  practi 
TYPE  OF  AUDIENCE:  Primary  care  physicians 
CONTACT;  Geri  Lavia,  (803)  792-2426 
PROGRAM  lEE:  $295  for  physicians  in  practice;  $250 
for  MUSC  family  medicine  alumni;  and  $195  for  physici: 
in  training 

FACULTY : Guest  faculty  and  MUSC  faculty 
CME  CREDITS:  18.5  Hours,  AMA  Category  1 

Friday-Saturday  May  27-28, 1994  ^ 

Charleston,  SC,  Omni  Hotel  j 

Clinical  Update  in  Hand  Surgery 
SPONSOR:  Medical  University  of  South  Carolina 
DESCRIPTION:  This  course  is  intended  to  update  the  ; 
practicing  orthopaedic  surgeon  and  plastic  surgeon  on  a 
ety  of  clinical  problems  related  to  the  hand.  j 

TYPE  OF  AUDIENCE:  practicing  orthopaedic  surgeons  | 
and  plastic  surgeons  j 

CONTACT:  Odessa  Ussery,  (803)  792-407 1 j 

PROGRAM  FEE:  $450  before  April  15;  $550  after  April  1 
FACULTY : Guest  faculty  and  MUSC  faculty  , 

CME  CREDITS:  13.25  Hours,  AMA  Category  1 


Charleston,  SC,  Omni  Hotel 
Medicine  in  the  Vocal  Arts 
SPONSOR:  Medical  University  of  South  Carolina 
DESCRIPTION:  This  course  is  designated  for  otolaryn- 
gologists, speech  pathologists,  and  vocal  professionals  who 
wish  to  further  their  standing  of  vocal  mechanisms  and  voice 
disorders. 

TYPE  OF  AUDIENCE:  Otolaryngologists,  speech 
pathologists  and  vocal  professionals 
CONTACT:  Lucinda  Halstead,  MD,  (803)  792-7162 
PRCXjRAM  FEE:  $410  for  physicians;  $280  for  other 
health  professionals 

FACULTY:  Guest  faculty  and  MUSC  faculty 
CME  CREDITS:  20  Hours,  AMA  Category  1 


JUNE 


10 


Wednesday-Saturday  June  1-4, 1994 

Charleston,  SC,  Omni  Hotel 

18th  Annual  Update:  Cardiology  for  the  Primary  Physi- 
cian During  Spoleto  Festival  USA  1994 
SPONSOR:  American  College  of  Cardiology,  MUSC  and  SCAAFP 
DESCRIPTION:  This  course  is  designed  to  bring  the 
most  recent  advances  in  cardiovascular  disease  to  the  primary 
care  physician. 

TYPE  OF  AUDIENCE:  Primary  care  physicians,  intern- 
ists, cardiovascular  specialists,  cardiovascular  nurses  and 
physician  assistants 

CONTACT:  Registration  Secretary,  (800)  257-4739 
FAX:  (301)  897-2695  or  Odessa  Ussery,  (803)  792-407 1 
PROGRAM  FEE:  $410  American  College  of  Cardiology 
members;  $495  for  non-members;  $250  for  residents;  fellows- 
in-training,  physician  assistants  and  nurses 
FACULTY:  Guest  faculty  and  MUSC  faculty 
CME  CREDITS:  18.5  Hours,  AMA  Category  1;  18  AAFP  Pre- 
scribed Hours 


fflti 


v!in 


April' 


Thursday-Saturday  June  2-4, 1994 

Charleston,  SC,  Hawthorn  Suites  Hotel 
Pediatric  Update 

SPONSOR:  Medical  University  of  South  Carolina 
DESCRIPTION:  This  course  is  designed  to  acquaint  the 
practicing  clinician  with  the  most  current  techniques,  diagno- 
sis, treatment  and  prevention  for  childhood  illness. 

TYPE  OF  AUDIENCE:  Pediatricians  and  family  physicians 
CONTACT:  Chris  Schueler,  (803)  792-8972 
PRCXjRAM  FEE:  $150  for  practicing  physicians  and 
$75  for  residents  and  fellows 
FACULTY:  Guest  faculty  and  MUSC  faculty 
CME  CREDITS:  9 Hours,  AMA  Category  1 

Friday-Sunday  June  3-5, 1994 

Charleston,  SC,  Institute  of  Psychiatry,  MUSC 
1994  Update  in  Psychiatry 
SPONSOR:  Medical  University  of  South  Carolina 
DESCRIPTION:  This  course  is  designed  to  educate 
psychiatrists  and  neurologists  in  the  latest  advances  in  their 
fields.  Also,  the  current  information  on  health  care  reform  and 
managed  care  will  be  discussed. 


1 Y Kt  uh  AUUitrMUb:  Psychiatrists  and  neurologists 
CONTACT:  Pam  McKinney,  (803)  852-4214 
PROGRAM  FEE:  TBA 
FACULTY:  Guest  faculty  and  MUSC  faculty 
CME  CREDITS:  12  Hours,  AMA  Category  1 

Sunday-Wednesday  June  12-15, 1994 

Myrtle  Beach,  SC,  Radisson  Resort  Hotel 
19  th  Annual  Dermatology  for  Non-Dermatologists 
SPONSOR:  South  Carolina  Chapter  American  Academy 
of  Family  Physicians 

CONTACT:  Elise  A.  Olsen,  MD,  (800)  222-9^84 
CME  CREDITS:  15.5  AAFP  Prescribed  Hours 

Monday-Saturday  June  13-18, 1994 

Charleston,  SC,  Hawthorn  Suites  Hotel 
Intensive  Review  of  Family  Medicine 
SPONSOR:  Medical  University  of  South  Carolina 
DESCRIPTION:  This  course  is  designed  to  review  prob- 
lems in  Family  Medicine  and  practical  approaches  to  preven- 
tion, evaluation  and  treatment. 

TYPE  OF  AUDIENCE:  Primary  care  physicians 
CONTACT:  Geri  Lavia,  (803)  792-2426 
PROGRAM  FEE:  $425  for  physicians  in  practice;  $375 
for  MUSC  family  medicine  alumni;  and  $225  for  physicians 
in  training 

FACULTY;  Guest  faculty  and  MUSC  faculty 
CME  CREDITS:  41.25  Hours,  AMA  Category  1 

Wednesday  June  15, 1994 

All  hospitals  and  health  care  institutions  receiving 
Health  Communications  Network  broadcasts. 
Management  of  Hypertension  - A Videoconference 
SPONSOR:  Medical  University  of  South  Carolina 
DESCRIPTION:  A live  videoconference  originating  from 
the  Medical  University  of  SC  with  presenters  from  the  Col- 
lege of  Medicine  and  offering  an  opportunity  for  state  physi- 
cians to  call  in  their  questions. 

TYPE  OF  AUDIENCE:  Primary  care  physicians 
CONTACT:  Odessa  Ussery,  (803)  792-407 1 
PROGRAM  FEE;  None 
FACULTY:  Guest  faculty  and  MUSC  faculty 
CME  CREDITS:  1 Hour,  AMA  Category  1 

Wednesday-Saturday  June  15-18, 1994 

Hilton  Head  Island,  SC,  Conference  Center,  Sea  Pines  Resort 
Adult  Infectious  Disease  Seminar 
SPONSOR:  South  Carolina  Chapter  American  Academy 
of  Family  Physicians 

CONTACT:  George  M.  Converse,  MD,  (205)  783-5276 
CME  CREDITS:  17.25  AAFP  Prescribed  Hours 

Wednesday  June  15-19, 1994 

Kiawah  Island,  SC,  Kiawah  Island  Resort 
Radiology  2000 

SPONSOR:  Medical  University  of  South  Carolina 
DESCRIPTION;  This  course  is  designed  to  update  the 
practicing  radiologist  on  current  topics,  concepts  and  issues 
relative  to  the  broad  field  of  Diagnostic  Radiology. 

TYPE  OF  AUDIENCE:  Radiologists 


CONTACT:  Clydic  M.  de  Brux,  (803)  792-4267 
PROGRAM  FEE;  $425  before  May  1;  $475  after  May  1 
FACULTY:  Guest  faculty  and  MUSC  faculty 
CME  CREDITS:  13.5  Hours,  AM  A Category  1 

Wednesday-Saturday  June  22-25, 1994 

Hilton  Head  Island,  SC,  Conference  Center,  Sea  Pines  Resort 
Pediatric  Infectious  Disease  Seminar 
SPONSOR:  South  Carolina  Chapter  American  Academy 
of  Family  Physicians 

CONTACT:  George  M.  Converse,  MD,  (205)  783-5276 
CME  CREDITS:  17.25  AAFP  Prescribed  Hours 

Friday-Saturday  June  24-25, 1994 

Greenwood,  SC,  Nisbet  AHEC  Building 
Annual  Festival  of  Flowers  Medical  Symposium 
SPONSOR:  Self  Memorial  Hospital 
DESCRIPTION:  Update  on  general  medical  problems  of  chil- 
dren and  adults. 

CONTACT:  Stoney  A.  Abercrombie,  MD,  (803)  227-4869 
PROGRAM  FEE:  $25.00 
FACULTY : 1 2 national  speakers 
CME  CREDITS:  9 Hours,  AMA  Category  1;  9 AAFP  Pre- 
scribed Hours 


Sunday-Friday  June  26-July  2, 1994 

Sea  Island,  GA 
Internal  Medicine 

SPONSOR;  Medical  College  of  Georgia 
CONTACT:  KaU'inka  Akeson,  (800)  221-6437  or 
(706)721-3967 

CME  CREDITS:  35  Hours,  AMA  Category  1 

Wednesday-Saturday  June  29-July  2, 1994 

Hilton  Head  Island,  SC,  Conference  Center,  Sea  Pines  Resort 
Family  Practice  Seminar  "Update  and  Review" 

SPONSOR:  South  Carolina  Chapter  American  Academy 
of  Family  Physicians 

CONTACT:  George  M.  Converse,  MD.  (205)  783-5276 
CME  CREDITS:  18.5  AAFP  Prescribed  Hours 
Thursday-Sunday  June30-July  3, 1994 

Kiawah,  SC,  Kiawah  Island  Inn 
Primary  Care  1994  - Kiawah 

SPONSOR:  South  Carolina  Chapter  American  Academy 
of  Family  Physicians 
CONTACT:  Nan  Major,  (800)  327-4502 
CME  CREDITS:  16  AAFP  Prescribed  Hours 


CONTINUING  MEDICAL  EDUCATION  COMMITTEE 


CHAIRMAN — Gerard  C.  Jebaily,  M.  D.,  555  E.  Cheves  Street,  Florence  29501 
Marion  C.  Anderson,  M.  D.,  MUSC,  Charleston  29425 
James  L.  Haynes,  M.  D.,  Two  Medical  Park,  Suite  402,  Columbia  29203 
David  H.  Lamb,  M.  D„  169-C  Medical  Circle,  W.  Columbia  29169 
William  Mills,  M,  D,,  1400  Hwy.  44,  Conway  29526 
Donald  W,  Morgan,  M.  D.,  Hall  Psychiatric  Institute,  Columbia  29202 
Terry  A.  Payton,  M.  D.,  332  Emory  Lane,  Columbia  29212 
Lucius  C.  Pressley,  Jr.,  M.  D.,  P.  O.  Box  202,  Columbia  29202 
Donald  Saunders,  M.  D.,  USC  School  of  Medicine,  Clinical  Education  Building, 

Suite  100,  Columbia  29208 

William  M.  Simpson,  Jr.,  M.  D.,  Department  of  Family  Medicine,  MUSC, 

171  Ashley  Ave.,  Charleston  29425 

Spence  Taylor,  M.  D.,  Department  of  Medical  Education,  Greenville  Hospital  System, 

701  Grove  Road,  Greenville  29605 
Kenneth  G.  Varley,  M.  D.,  104  Lake  Estates  Court,  Irmo  29063 
SPEAKER— Roger  Gaddy,  M.  D.,  P.  O.  Box  29,  Winnsboro  29488 


Convention  1994 

‘Tfe  Shape  of  ‘Tomornno ‘Depends  on  our  Commitment  ‘Today 

The  SCMA  Alliance  invites  you  to  attend  Convention  1994  at  the  Hawthorn  Suites  Hotel  at 
The  Market.  April  29,  1994.  Registration  willl  be  locatd  in  the  main  floor  lobby.  Please  stopy  by 
and  pick  up  your  registration  packet  and  int'ormation  about  Alliance  and  SCMA  functions  that 
are  taking  place  during  the  Convention. 

You  are  invited  to  Join  other  friends  at  the  President's  Hospitality  Room  located  on  the  Court- 
yard, Thursday  from  2:00-5:00  p.m.  or  anytime  you  would  like  to  drop  by.  The  E.xecutive  Board 
will  convene  Friday  morning  in  the  Chinese  Parasol  Room.  Mrs.  Mildred  Taylor,  President  of  the 
Southern  Medical  Association  Auxiliary,  will  bring  us  greetings. 

We  will  enjoy  a freindship  luncheon,  highlighted  by  a show  of  fine  jewelery.  Mr.  Ben  Bailey 
will  entertain  us  throughout  lunch  with  his  musical  talents.  The  House  of  Delegates  will  meet 
Friday  afternoon.  Mrs.  Carole  Fougheed,  Field  Director,  will  represent  the  AMA  Alliance. 

In  the  heart  of  the  gracious  city  of  the  south.  Hawthorn  Suites  Hotel's  front  doors  open  onto  his- 
toic  Church  Street  at  the  center  of  Charleston's  famous  City  Market.  The  Convention  Committee 
highly  recommends  the  Hawthorn  Suites  Hotel  as  your  place  of  stay  during  Convention  1994. 

Hotel  reservations  should  be  made  directly  with  the  Hawthorn  Suites  Hotel  (1-579-2644),  181 
Church  Street,  Charleston,  S.  C.,  29401.  Be  sure  to  request  special  SCMA  Alliance  rates. 

SCMAA  pre-registration  is  a must! 

Deadline:  April  5,  1994 

Carolyn  Jones 
Convention  Chairman 
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Of  An  Opcration  Ihkf'U. 
HbKF  You  Feei  Bctter 


As  an  Air  Force  Reserve  physician,  you'll  expe- 
rience all  the  rewards  of  providing  care.  And 
then  some.  Because  as  part  of  our  nation's  vital 
defense  team,  you'll  help  protect  the  strength 
and  pride  of  America.  In  the  Air  Force  Reserve, 
you'll  feel  the  excitement  a change  of  pace 
brings  as  you  gain  the  prestige  of  military  rank 
and  the  privilege  of  working  with  some  of 
the  world's  best  medical  professionals — in  a 
program  that's  flexible  enough  to  fit  your 
schedule.  The  Air  Force  Reserve.  It's  a great 
way  to  serve. 

Call:  (803)566-4910 


I. 


25-401-0008 


MOVING? 

SEND  CHANGE  OE  ADDRESS  SIX  WEEKS  IN  ADVANCE  TO: 

THE  JOURNAL 
OF  THE 

SOUTH  CAROLINA  MEDICAL  ASSOCIATION 
PO  BOX  11188 
COLUMBIA,  SC  29212 


134 


The  Journal  of  the  South  Carolina  Medical  Association 


A GREAT  WAY  TO  SERVE 


classifiers 


LAB  MANA(;EMENT  a lab  in  your  office 
is  a proven  benefit  to  your  patients,  your 
practiee,  anti  your  indepence.  But  what  about 
the  time  consuming  aggravations  of  govern- 
ment regulations,  supplier  relationships,  per- 
sonnel training  and  management,  quality  con- 
trol, record  keeping,  and  thousands  of  other 
details?  Physician  Lab  Management's  turnkey 
solution  does  it  all  for  you  at  a lower  cost 
than  you  can  do  it  for  yourself!  We  are  a new 
kind  of  service  organization  that  works  for 
the  physician  to  provide  on-site  diagnostic 
testing.  Ca//  Physicians  Lab  Management 
collect,  {704}  542-1488,  or  fax,  (704)  542- 
2151,  to  see  one  ofonr  labs  in  action. 

POSITIONS  AVAILABLE,  NASHVILLE, 
TENNESSEE:  Two  full-time  BE/BC  physi- 
cians are  needed  to  staff  one  of  Baptist  Con- 
venient Care’s  five  urgent  care  centers. 
Sehedules  will  be  arranged  in  13-hour  shifts 
with  a minimum  of  40  hours  per  week.  We 
offer  a competitive  salary  and  benefits  paek- 
age  which  includes  $70  an  hour,  two  weeks 
paid  vacation,  40  hours  paid  CME,  malprac- 
tice coverage  2M/4M,  health  insuranee,  profit 
sharing.  For  more  information,  contact  Sylvia 
Parker,  Vice  President  of  Operations,  or 
Robert  Hutton,  MD,  FACEP,  Medical  Direc- 
tor, at  2601P  Elm  Hill  Pike,  Nashville,  TN, 
37214,  or  call  (615)  883-7790. 


URGENT  CARE  MEDICINE,  GREEN- 
VILLE!; Excellent  full-time  and  part-time 
opportunities  in  well-staffed,  well-equipped 
Urgent  Care  Eacility  for  the  right  physicians 
experienced  in  Urgent  Care  and/or  Occupa- 
tional Medicine.  ELEXIBLE  HOURS:  NO 
ALL  NIGHT  DUTY.  Attractive  wage  plus 
fringes.  Beautiful  upstate  cultural  center  with 
premier  golf  eourses,  mountains  and  lakes. 
Send  CV  to:  Urgent  Care,  PO  Box  26598, 
Greenville,  SC  29616. 

ORANGEBURG  AND  CALHOUN 
COUNTIES  have  praetiee  opportunities  for 
graduating  residents/fellows  and  experieneed 
practitioners  in  the  following  specialties: 
Allergy  & Immunology,  Dermatology,  Emer- 
geney  Medieine,  Eamily  Praetiee,  Internal 
Medicine,  Orthopedic  Surgery,  Rheumatolo- 
gy, and  Urology.  Practice  incentives  and  relo- 
cation assistance  are  available.  Contact  Dr. 
Chermol,  The  Regional  Medical  Center,  (800) 
866-6045. 


"WELCOME  TO  THE  COMPUTER  AGE,  DOCTOR" 

An  Entry  Level  Hands-On  Workshop  for 
Learning  Medical  Use  of  Computers 
in  Clinical  Application 

Hilton  Head  Island,  SC 
April  10-13,  1994 

Call  800  942  9114  for  registration  today! 
Limited  Space — also  May  & June  Sessions 

mltlr 

P«ul  K Aikm«n,  CPA  Allen  R Wonner  M D 
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IF  ONE  ARM  FEELS  IMB, 

HERE'S  WHAT  TO  DO  WITH  THE  OTHER  ONE 


i 


The  sudden  onset  of  numbness  or  weakness  in  one  arm  or  leg,  dimness  or  loss  of  vision,  severe  headache,  dizziness 
or  loss  of  speech.  The  warning  signs  of  stroke.  If  you  experience  one  or  more  of  these  symptoms,  call  a doctor 
immediately.  To  learn  more,  contact  your  nearest  American  Heart  Association.  ^ 

You  can  help  prevent  heart  disease  and  stroke.  AmGrlCOn  H©Ort  ASSOCiOtlon 

We  can  tell  you  how. 

This  space  provided  as  a public  service.  ©1992,  American  Heart  Association 
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Matters  of  Interest 
to  South  Carolina 
Physicians. 


Thornton  & Thorne  give  the  medical  community  something  to  think  about  this  month. 


PREMIUMS  FOR  TERM  LIFE  INSURANCE 
TO  INCREASE  DRAMATICALLY 

Proposed  Regulations  Affect  Cost  and  Premium  Guarantee 
1994  May  be  Last  Chance  To  Purchase 

The  National  Association  of  Insurance  Commissioners  is  expected  to  adopt  legislation 
soon  which  will  dramatically  impact  the  cost  and  design  of  term  life  insurance.  If 
adopted,  the  new  Regulation  will  cause  an  increase  in  premiums  and  a decrease  in  the 
time  period  for  which  premiums  are  guaranteed.  It  will  be  effective  January  1 , 1 995 
and  will  apply  to  policies  issued  after  that  date. 

Many  physicians  prefer  term  insurance  because  it  allows  them  to  purchase  an 
adequate  amount  of  protection  for  a reasonable  outlay.  Term  insurance  provides  the 
most  death  benefit  for  the  lowest  initial  premium  because  it  is  pure  insurance  (i.e.  the 
policies  do  not  accumulate  cash  values). 

The  disadvantage  of  term  insurance  is  that  the  premium  increases  as  the  insured  ages. 
However,  this  disadvantage  has  been  softened  over  the  last  several  years  as  term 
insurance  policies  which  guarantee  the  premiums  for  long  time  periods  have  been 
introduced.  Many  companies  currently  offer  policies  which  guarantee  that  premiums 
will  remain  level  for  10,  15,  or  even  20  years. 


Furthermore,  the  current  level  of  term  premiums  has  been  driven  extremely  low  by 
competition.  Insureds  who  do  not  use  tobacco,  and  especially  those  who  can  qualify  as 
a preferred  risk,  can  purchase  term  insurance  with  guaranteed  premiums  at  a level 
unimaginable  only  a few  years  ago 

These  are  representative  monthly  premiums  for  a 40  year  old  male  non-smoker  for 
$500,000  of  term  life  insurance.  These  sample  rates  are  guidelines  just  to  illustrate 
what's  available  in  the  marketplace.  These  premiums  remain  level  for  the  time  periods 
shown  and  are  guaranteed  not  to  increase.  Premiums  for  female  insureds  would  be 
even  lower. 


YBARS 

STANDARD  RISK  Pi 

REPBRREDRISK 

10 

$70 

$55 

15 

84 

67 

20 

114 

84 

These  contracts  provide  excellent  value  but  1994  will  be  the  last  year  they  are 
available  if  the  proposed  legislation  is  passed.  The  Commissioners  are  concerned  that 
companies  are  not  setting  aside  adequate  reserves  to  cover  the  long  rate  guarantees 
of  these  policies.  The  Regulation  will  substantially  increase  reserve  requirements. 
Higher  reserves  mean  higher  costs  for  the  companies.  The  products  are  priced  so  thin 
that  any  additional  costs  will  be  passed  on  to  consumers. 

1994  may  be  your  last  chance  to  buy  a low  priced  term  life  insurance  policy  with  a long 
premium  guarantee.  Take  advantage  of  this  opportunity;  it’s  not  going  to  be  around 
very  long. 


Views  expressed  herein  are  those  of  the  authors  only  and  in  no  way  represent  the  SCMA.  We  do  not  give  tax  advice.  Only 
your  attorney  and  accountant  are  qualified  to  do  so. 


Carolina  Physicians 
Advisory  Service 


Billy  M.  Thornton 
John  T.  Thorne 


Serving  the  members  of  the  South  Carolina  Medical  Community. 
P.O.  Box  688  • Columbia,  SC  29202  • (803)  254-0002  • Fax  (803)  765-2403 


1 -800-742-3669 


Dewees  Island,  SC? 


Located  only  a nine-minute  terry  ride 

north  ot  the  Isle  ot  Palms  lies  one  ot  the 
South’s  last  barrier  islands  available  for 
development. . .Dewees  Island,  SC. 

Dewees  Island  is  an  island  ot  over  1,200 
acres,  yet  environmental  covenants  limit  the 
number  ot  homes  to  only  150.  And  with  over 
30  percent  of  the  available  lots  sold,  an  inter- 
esting statistic  arises. . .almost  50  percent  of 
our  buyers  are  physicians. 

Here’s  why: 

“/  can 't  a more  beautifully  preserved 

island  udthiii  a stone’s  throw  of  Charleston. 


Dewees  Island  has  the  vision  that  other  resorts 
will  wish  they  had.  ” Dr.  Henri  KeitTer- 
Asheville,  NC 

“Ue  loved  the  seclusion  and  privacy.  ” 

Dr.  Allen  Mitchell  - Signal  Mountain,  TN 

“lie  like  the  philosophy  of  development, 
ecoloy^ically  and  environmentally  and  plan  to 
retire  there.  ” Dr.  Joseph  (Buhber)  McAlhany  - 
Greenville,  SC 

Come  e.xplore  this  private,  oceantront 
retreat... prices  start  at  $150,000,  with  2-acre 
oceanfront  lots  from  $315,000. 

Call  1-800-444-7352 


or  (803)  886-8783. 

DEWEES 

I'at  Ross,  Brokcr-In-CJhw^c 
Dam’S  Island  Real  Estate,  Inc. 

ISLAND 

Obtain  the  property  report 

required  by  federal  law  and 

read  it  before  signing  anything. 

No  federal  agency  has  judged 
the  merits  or  value,  if  any.  of 

A PRIVATE.  OCEANFRONT 

this  property. 

DEDICATED  TO 

tciatlon 
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“We  couldn’t  be  happier  with  CompuSystems’  Medicai  Insuranc 
Processing  and  Biiiing  system.” 


Stanmore  E.  Reed,  M.D.,  OB IGYN  Associates,  Columbia, 


Features  that  can’t  be  beat 

“When  we  first  began  automating  our 
practice,  we  hired  a consultant  to  help  us 
evaluate  different  computer  systems. 
After  all  the  results  were  in, 
CompuSystems'  Medical  Insurance 
Processing  and  Billing  System  won 
hands  down.  The  system’s  features, 
combined  with  the  company’s  support, 
made  an  unbeatable  package.  That  was 
in  1986,  and  we  couldn’t  be  happier  with 
the  decision  we  made.” 

Managing  business  office  complexity 

“We  have  four  physicians  rotating 
between  two  offices,  so  billing  and 
insurance  filing  in  our  practice  can  be 
pretty  demanding.  CompuSystems 
makes  it  all  manageable.  The  system 
gives  us  the  infonnation  we  need  on  our 
bills  and  receivables,  and  being  able  to 


file  claims  electronically  is  a big  benefit. 
And  frankly,  we  couldn’t  function 
without  the  optional  Appointment 
Scheduler  module.  The  Scheduler 
makes  coordinating  multiple  doctors  and 
locations  much  easier  than  it  would  be 
manually  — you  can  schedule  an 
appointment  at  any  time  from  any 
workstation.  It’s  a real  life-saver.” 

Helpful  staff  with  the  support  you  need 

“Since  we  have  workstations  at  both 
sites,  all  tied  together,  support  is  a key 
factor  for  us.  Maintaining  a complex, 
cross-town  computer  network  isn’t  easy. 
The  on-site  service  and  phone  support 
we’ve  gotten  have  been  excellent,  and 
the  staff  is  so  nice  and  helpful. 

“We’ve  just  been  extremely  satisfied 
with  CompuSystems.” 


M CompuSystems  is  the  choice  of  tm 
South  Carolina  physicians  than  a 
other  vendors  combined. 

M Electronic  filing  directly  to  South 
Carolina  BOBS,  Medicare,  and 
Medicaid  with  no  per-claim  charf. 

M Features  to  nia.\imize  return, 
improve  cashflow,  and  increase 
productivity. 

M “One-call,  toted  system  support, 
including  on-site  hardware  servic 


C(oMipMiSystems ) 

INC.  !; 

Call  now  for  details:  800-800-647  i 
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Oceanjront  Living  Like 
Nowhere  Else  in  the  World. 


f / n a lush  and  beautiful  area  just  south  of 
j Charleston  lies  a private  island  called 

■ — ^ jeremy  Cay... it  is  a place  of  history  and 

Southern  folklore,  where  dirt  roads  wind  lazily  among 
live  oaks,  palmettos,  and  tidal  lagoons,  past  some  of  the 
most  majestic  scenery  in  the  Southeast. 

To  say  that  Jeremy  Cay  offers  “oceanfront  living  like 
nowhere  else”  is  certainly  no  overstatement;  it  is 
naturally  secluded  from  the  rest  of  the  world,  yet  only 
minutes  from  restaurants,  tennis,  and  golf  It  is  a place  for  families  to 

gather  - and  enjoy  together  the  creeks,  marshes,  and  two 
miles  of  private  beach  that  surround  this  pristine  retreat. 

It  offers  something  for  everyone. . .and  with  38  oceanfront 
and  creekside  homesites  available,  it  won’t  last  long. 

Come  discover  this  magnificent,  oceanfront  island  for 
yourself.  You’ll  find  a secluded  and  unique  oceanfront 
property. . .at  a price  you  can  afford. 

Call  or  write  for  information  and  a color  brochure. 

One  Jeremy  Cay 
Edisto  Island,  SC  29438 
1-800-475-1556 
The  Savage  Company 
Lawrence  a.  Savage,  B.l.C. 


Call  our  Nationwide  Toll-free  Sales  Number;  1-800-382-PAID  (7243)  Locally,  dial  698-2625  Fax:  803-699-2384 

IBM®  and  PS/2®  are  registered  trademarks  of  International  Business  Machines  Corporation. 

The  Medical  Manager®  is  a registered  trademark  of  Personalized  Programming,  Inc. 


RAiorv 


• Helps  manage  your  practice,  fi’om 
scheduling  appointments  to  maintain- 

/-/£■  detailed  patient  notes 

' ' f/- 

• piectroni<*^yTfilgs,qlaims  and  features 

^NBIC  capability  for  COSVIMERCIAI. 

• Electronically  Medicare  remit- 

tarvpes, — po  more  tedious  manual 
posting!  '■  0 

• Handles  your  accounts  receivable 
billing  and  secondai'y  insurance 


The  Medical 
Office 

Management 

System 

It’s  a difficult  balancing  act  — offering  your 
patients  expert  medical  care  and  efficiently 
managing  your  office.  Why  should  you  have  to 
worry  about  both?  Call  in  the  perfect  business 
partner  — Companion  Technologies. 

PAID  IV  Plus,  our  private  label  version  of  the 
popular  Medical  Manager"  office  automation 
system,  is  the  only  system  you  need.  It: 


Brought  to  you  by 

the  recognized  experts  in  electronic  claims  filing 

Companion  Technologies 

Your  single  source  for  office  automation 


• Offers  advanced  features  for  medical 
records,  collections  and  lab  system 
interfaces 

• And  much  more! 

Companion  Technologies  has  electronically 
paved  the  way  for  improved  office  efficiency 
since  the  1960s  and  now  has  more  than  2,500 
computer  systems  nationwide.  As  an  IBM 
Business  Partner,  we  also  feature  the  reliable 
excellence  of  the  complete  PS/2’  family  of 
products.  Call  Companion  Technologies  today. 
Let  us  help  you  manage  your  office,  so  you  can 
help  your  patients. 


...a  promise  to 
defend,.. 


HERE  ARE  THE  FACTS:  Over  25%  of  America’s  Physicians  were  em- 
broiled in  a malpractice  issue  in  the  last  12  months.  More  than  80%  of 
those  malpractice  allegations  will  be  closed  without  an  award  for  dam- 
ages. Your  professional  reputation  and  your  personal  assets  are  on  the 
line  when  your  professional  liability  carrier  is  not  both  financially  sound 
and  experienced  in  the  law  and  the  judicial  system. 

WHEN  THE  ISSUES  ARE  LEGAL,  NOT  MEDICAL— when  the  allegations 
are  frivolous,  or  highly  emotional — you  need  a company  and  legal  repre- 
sentation that  understands  the  problem  and  has  the  experience  to  resolve 
the  issue.  The  Medical  Protective  Company  has  specialized  in  defending 
doctors  since  1899.  Our  legal  and  claims  management  experience  is 
unmatched  by  any  other  insurer  in  the  U.S. 


FOR  MORE  INFORMATION  on  how  we  can  protect  your  professional 
reputation  and  your  personal  assets,  call  your  local  Medical  Protective 
General  Agent  at  1 -800-344-1 899. 


A-i-  (Superior)  A.  M.  Best 
AA  (Excellent)  Standard  and  Poor’s 


/ 
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thp:  best  game  in  town 


This  past  year  has  been  interesting,  exhausting  and  challenging.  I am  grateful  for  the 
opportunity  to  have  served  in  these  exciting  times.  It  would  not  have  been  possible 
without  the  extraordinary  level  of  support  by  our  SCMA  staff  and  the  exemplary  level  of 
involvement  and  commitment  by  our  Board  of  Trustees. 

I believe  that  we  are  on  the  right  track  but  we  still  have  a long  distance  to  travel  and 
many  obstacles  in  our  path.  We  lack  the  unity  to  provide  optimum  input  into  the  health 
care  system.  Our  parochial  interests  still  have  the  potential  to  compromise  our  total 
commitment  to  the  best  interests  of  our  patients  and  profession  but,  in  general,  our 
primary  consideration  remains  our  patients  and  profession. 

As  a health  care  delivery  system  evolves  in  the  upcoming  months,  we  will  not  only 
need  to  develop  new  approaches  and  skills  for  dealing  with  other  providers,  but  we  will 
also  have  to  improve  our  skills  for  dealing  with  one  another.  In  my  opinion,  organized 
medicine  is  an  excellent  vehicle  to  accomplish  this  task.  It  deserves  your  understanding, 
commitment  and  involvement.  “It  ain’t  perfect,”  as  the  saying  goes,  “but  it’s  the  best 
game  in  town.” 


6 C-C' 


Edward  W.  Catalano,  M.  D. 
President 


April  1994 
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THE  ONE  HUNDRED  FORTY-SIXTH 
ANNUAL  MEETING 

THE  OMNI  HOTEL,  CHARLESTON,  SOUTH  CAROLINA 
APRIL  28 -MAY  I,  1 994 


The  I46lh  Annual  Meeting  of  the  South  Car- 
olina Medical  Association  will  mark  14  con- 
secutive years  in  Charleston  and  the  eighth  con- 
secutive year  at  the  Omni  Hotel. 

Information  regarding  the  meeting,  including 
registration  form  and  hotel  reservation  form,  has 
been  mailed  to  all  South  Carolina  physicians,  but 
if  you  have  not  received  this  information,  call 
SCMA  Headquarters  in  Columbia  (798-6207  or 
1 -800-327- 1021).  Again,  there  is  no  registration 
fee  for  SCMA  members,  and  pre-registration  is 
encouraged. 

The  House  of  Delegates  meets  to  consider  the 
business  of  the  association  on  Friday,  April  29, 
and  again  on  Sunday  morning.  May  1.  Reference 
Committees  will  meet  on  Friday  afternoon. 

A total  of  14  AM  A Category  I and  14  AAFP 
Prescribed  hours  have  been  approved  for  sci- 
entific sessions  beginning  on  Wednesday  after- 
noon and  continuing  through  Saturday  afternoon. 
Consult  the  schedule  of  events  which  follows  for 
details  on  all  programs. 

Special  guests  for  this  annual  meeting  include 


Lonnie  Bristow,  MD,  Chairman  of  the  Board  of 
Trustees  of  the  American  Medical  Association. 

Again  this  year,  the  SCMA  will  serve  as  the 
umbrella  organization  for  many  specialty  soci- 
eties who  will  hold  business  and  scientific  ses- 
sions during  the  Annual  Meeting. 

The  SCMA  Board  of  Trustees  will  meet  on 
Thursday,  April  28  and  at  breakfast  each  day  to 
consider  business  which  arises  during  the  House 
of  Delegates  meeting. 

Of  special  interest.  Glen  Ward,  noted  humorist, 
will  be  the  featured  entertainment  at  the  Presi- 
dent's Banquet  on  Saturday  evening. 

This  issue  of  T/ie  Journal  contains  reports  and 
resolutions  available  at  publication  deadline. 
Additional  reports  and  resolutions  received  after 
this  issue  has  gone  to  press  will  be  included  in 
the  delegates’  handbooks  which  will  be  mailed 
prior  to  the  meeting.  Delegates  are  asked  to  bring 
their  handbooks  to  the  meeting  or  to  pass  them 
along  to  alternate  delegates  if  they  are  unable  to 
attend. 

— JD 


April  1994 
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ONK  HUNI)Ki:i)  FORTY-SIXTH  ANNUAL  MEETINC; 
SCHEDULE  OF  EVENTS 


timk/i.ocahon 

Thursday,  April  2S,  1994 
KVKNT 

1 1 ;30  a. 111. -7:00  p.iii. 
2nd  Moor  Grand  Hall 

SCMA  Regislralion — Open 

12:15  p. 111.- 1:00  p.ni. 
l.oLiis'.s  Cliarle.slon  Grill 

vSCMA  Board  of  Trustees  Lunelieon 

1 2:30  p.ni. 
WicklilTe  House 

Allianee  Fast  Presidents'  Lunelieon 

1:00  p.ni. -5:00  p.ni. 
Jenkins/King  Room 

SCMA  Board  of  Trustees  Meeting 

1 :00  p.m.-5;00  p.ni. 
Drayton  Room 
1:00-1:20 

SCMA  Plenary  Session 
“What's  New  in...” 

Interventional  Radiology 
Timothy  P.  Close,  MD,  Columbia 

1:20-1:40 

Non-invasive  Diagnostic  Tests  in  Cardiology 
Christie  B.  Hopkins,  MD,  USC  School  of  Medicine 

1 :40-2:00 

Geriatrics 

2:00-2:20 

2:20-2:40 

John  R.  Egbert,  Jr.,  MD,  Columbia 
Break 

The  Evolving  Role  of  the  Anesthesiologist 
Vince  Degenhart,  MD,  Columbia 

2:40-3:00 

The  Clinical  Use  of  Anti-Coagulants 

Donald  Saunders,  MD.  USC  School  of  Medicine 

3:00-3:20 

Recent  Advances  in  Critical  Care 

3:20-3:40 

3:40-4:00 

Raymond  Bynoe,  MD,  USC  School  of  Medicine 
Break 

Hypertension 

Jan  Basile,  MD,  MUSC 

4:00-4:20 

Pulmonology 

Gerard  A.  Silvestri.  MUSC 

4:20-4:40 

Transplantation 

Joseph  B.  Cofer,  MD,  MUSC 

4:40-5:00 

Gastroenterology 

William  H.  Marsh,  MD,  MUSC 

(Supported  by  Janssen  Pharmaceutica) 

1 :00  p. 111. -4: 15  p.m. 
Willow  Ballroom 

SC  Society  of  Medical  Assistants  Scientific  Session 

"How  will  Health  Care  Reform  Affect  the  Allied  Health 
Professionals?” 

Donald  A.  Balasa.  JD.  MBA,  Executive  Director. 
American  Association  of  Medical  Assistants 
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SCHEDULE  OE  EVENTS  

Thursday,  April  28,  1994  (contiiiLied) 


TIMPVLOCATION 

EVENT 

2:()()p.m.-5:()()p.m. 
Hawthorn  Suites  Hotel 
Main  Eloor  Lobby 

Alliance  Registration — Open 

3:(){)  p.m.-7:()0  p.m. 
Dogwood/Cypress/Live  Oak 
Ballrooms  and  Grand  Hall 

Exhibitors  Set  Up 

Friday,  April  29,  1994 


7:00  a. m. -5:00  p.m. 
2nd  Eloor  Grand  Hall 

SCMA  Registration — Open 

7:00a.m.-8:00  a.m. 
Louis's  Charleston  Grill 

SCMA  Board  of  Trustees  Breakfast 

7:00  a.m. -8:00  a.m. 
Beauregard  Room 

SCMA  Past  Presidents'  Breakfast 

7:00  a.m. -8:00  a.m. 
Edmund  Room 

Specialty  Society  Delegates  Meeting 

7:00  a.m. -8:00  a.m. 
Gadsden  Room 

CME  Committee  Breakfast  Meeting 

7:00  a.m. -8:00  a.m. 
Eenwick  Room 

Residents  Breakfast  Meeting 

7:30  a.m. -8:30  a.m. 
Booths  22  & 65 

Coffee/Juice 

7:30  a.m. -6:00  p.m. 
Dogwood/Cypress/Live  Oak 
Ballrooms  and  Grand  Hall 

Exhibits  Open 

8:00  a.m.-l  1:30  a.m. 
Willow/Magnolia  Ballrooms 

SCMA  House  of  Delegates 

8:00  a.m.- 12:00  noon 
Hawthorn  Suites  Hotel 
Main  Eloor  Lobby 

Alliance  Registration 

9:30  a.m.- 11:30  a.m. 
Hawthorn  Suites  Hotel 
Chinese  Parasol  Room 

Alliance  Executive  Board  Meeting 

9:45  a.m.- 10:45  a.m. 
Booths  22  & 65 

Coffee 

April  1994 
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SCHHDULH  OI  HVHNTS  

Friday,  April  29,  1994  (continued) 


riME/LOCATION 

KVENI 

l():()()a.ni.-l  l:()()a.in. 
Riley  Room 

MUSC  Medical  Alumni  Board  Meeting 

1 ():()()  a.m.- 12:00  noon 
Colleton  Room 

SC  Cardiopulmonary  Rehabilitation  Association 
Board  of  Directors  Meeting 

1 1:30  a.m.- 12:30  p.m. 
2nd  Floor  Grand  Hall 

SC  Cardiopulmonary  Rehabilitation  Association 
Registration 

1 2:00  noon- 1 2:30  p.m. 
Hawthorn  Suites  Hotel 
Palmetto  Courtyard 

Alliance  Champagne  Reception 

1 2:00  noon- 1 :30  p.m. 
Louis's  Charleston  Grill 

SCMA  Young  Physicians'  Section 
Luncheon  and  Meeting 

(Supported  by  the  AM  A Young  Physicians  Section) 

12:00  noon-5 :00  p.m. 
Jenkins/King  Room 

SC  Dermatological  Association  Business  Meeting  and 
Scientific  Session 

“Great  Cases  from  the  Scripps  Clinic” 

Hubert  T.  Greenway,  Jr.,  MD,  La  Jolla,  CA 
(Supported  by  Schering  Dermatology) 

“An  Assessment  of  the  Available  Systemic 
Non-Corticosteroid  Anti-Inflammatory 
Dermatologic  Drugs” 

Samuel  L.  Moschella,  MD,  Harvard  Medical  School, 

Boston,  MA 

(Supported  by  the  Kathleen  Riley  Lectureship  Fund-MUSC) 
“Challenging  Cases  in  Kids” 

Kenneth  E.  Greer,  MD,  Medical  University  of  Virginia, 
Charlottesville,  VA 

(Supported  by  Janssen  Pharmaceutica) 

12:30  p.m. -2:00  p.m. 
Hawthorn  Suites  Hotel 
Palmetto  Courtyard 

Alliance  Presidents'  Luncheon 

12:30  p.m.-l  :30  p.m. 
Edmunds  Room 

Reference  Committee  Chairmen's  Luncheon 

12:30  p.m.-2:30  p.m. 
Riley  Room 

Risk  Management  Committee  Luncheon  and  Meeting 

12:45  p.m.-5:00  p.m. 
Magnolia  Ballroom 

SC  Cardiopulmonary  Rehabilitation  Association 
Symposium 

Opening  Remarks:  Debbie  Whisenhunt.  RN,  President,  SCCRA 
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SCHEDULE  OE  EVENTS 

Friday,  April  29,  1994  (contiiuied) 


TIME/LOCATION 

EVENT 

12:45  p.m.-5:00  p.m. 
Magnolia  Ballroom 

SC  Cardiopulmonary  Rehabilitation  Association 
Symposium  (continued) 

“An  Update  on  the  Cholesterol  Crusade’' 

William  Castelli,  MD,  Eramingham  Heart  Study, 
Eramingham,  MA  (Supported  by  Parke-Davis) 

(Dr.  Castelli  is  a member  of  the  Speaker's  Bureau  of  Parke-Davis, 
Upjohn,  Pfizer,  Merck,  and  others.) 

“Importance  of  Certification” 

William  Herbert,  PhD,  Virginia  Polytechnic  Institute 
& State  University,  Blacksburg,  VA 
(Dr.  Herbert  is  a stockholder  in  Professional  Reports  Corporation, 
Canton,  OH) 

“The  Art  of  Exercise  Prescription: 
Home  Exercise  Programs” 

Larry  Durstine,  PhD.  USC 

“Interventional  Cardiology  in  the  '90s” 
James  Story,  MD,  Spartanburg 

“Update  on  Legal  Issues  in  Rehabilitative  Programs” 
William  Herbert.  PhD,  Virginia  Polytechnic  Institute 
& State  University,  Blacksburg,  VA 
(See  disclosure  above.) 

12:45  p.m. -2: 15  p.m. 
Willow  Ballroom 

MUSC  Alumni  Luncheon 

1:00  p.m. -3:00  p.m. 
Beauregard  Room 

SCMA  Workshop:  “Medical  Ethics” 

“How  will  Physicians  Manage  When  They  are 
Managed  Physicians?” 

Moderator:  Charles  R.  Duncan,  Jr.,  MD,  Greenville 

1 :00  p.m. -3:00  p.m. 
Suite  2L 

SC  Chapter  of  the  American  Academy  of  Pediatrics 
Perinatal  Section  Scientific  Session 

“Neonatal  Nutrition  Update” 
Robert  D.  Baker,  MD,  MUSC 
Anne  Davis,  MS,  RD,  MUSC 

1 :30  p.m. -3:00  p.m. 

Eenwick  and  Gadsden  Rooms 
Suite  2G  and  Suite  2J 

SCMA  Reference  Committee  Meetings 
(Specific  room  assignments  will  appear  in 
Delegates  Handbook) 

2:00  p.m. -2:30  p.m. 
Hawthorn  Suites  Hotel 
Akebi  Room 

Alliance  Exhibit  Walk 

April  1994 
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SCHHDULH  OF  HVHNTS 

Friday,  April  29,  1994  (continued) 


riMi:/F()C  vnoN 

EVKNI 

2:{){)  p.m.-4:30  p.m. 
Colleton  Room 

SC  Chapter  of  the  American  Academy  of  Pediatrics/ 
CRS  Combined  Scientific  Session 

“The  State  Neonatal  Screening  Program” 
Frank  P.  Bowyer.  MD.  Columbia 

“Cystic  Fibrosis” 

Roxanne  Marcille,  MD,  Columbia 

“New  Strategics  in  the  Treatment  of  Epilepsy” 
Ken  Holden,  MD,  MUSC 

2: 15  p.m.-3:15  p.m. 
Booths  22  & 65 

Coffee  Break 

2:30  p.m. -5:30  p.m. 
Hawthorn  Suites  Hotel 
True  Laurel  Room 

Alliance  House  of  Delegates  Meeting 

3:00  p.m. -5:00  p.m. 
Drayton  Room 

SCMA  Workshop:  Occupational  Medicine 

“Lower  Back  Pain:  Preventive  Treatment  and  Biomechanics” 
John  Nicholson,  MD,  MUSC 

“Carpal  Tunnel  Syndrome  and  Cumulative  Trauma  Injuries” 
Ed  Eigaroga,  MD,  MUSC 

“Ergonomics” 

Andrew  Floren,  MD,  Florence 

“Detemiining  Disability  Ratings:  An  Overview  from  the  SC 
Workers'  Compensation  Commission” 

Walter  Hundley,  Chainnan.  SCWCC 

3:00  p.m.-5:00  p.m. 
Willow  Ballroom 

SCMA  Risk  Management  Progiam 
“At  Risk  Health  Care:  Can  we  Deal  with  the  Future?" 
Mr.  Kirk  Oglesby,  Anderson,  Past  President, 
American  Hospital  Association 

3:00  p.m. -5:00  p.m. 
Suite  2L 

SC  Chapter  of  the  American  Academy  of  Pediatrics 
Perinatal  Section  Business  Meeting 

3:00  p.m. -5:00  p.m. 

Fenwick  and  Gadsden  Rooms 
Suite  2J 

SCMA  Refererence  Committee  Meetings 
(Specific  room  assignments  will  appear  in 
Delegates  Handbook) 
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SCHEDULE  OE  EVENTS  

Friday,  April  29,  1994  (continued) 


ITME/LOCATION 

EVENT 

4:00  p.m.-6:00  p.ni. 
Dogwood/Cypress/Live  Oak 
Ballrooms  and  Grand  Hall 

SCMA  Reception  Honoring  Delegates.  Alternates. 
Speakers  and  Exhibitors 
(All  Registrants  Welcome) 

5:00  p.m.-6:30  p.m. 
SCCRA  President's  Suite 

SC  Cardiopulmonary  Rehabilitation 
Association  Reception 

5:00  p.m. -7:00  p.m. 
Ashley  Cooper  Room 

use  School  of  Medicine  Alumni  and 
Faculty  Reception 

5:30  p.m.-7:30  p.m 
Suite  2G 

SC  Chapter  of  the  American  Academy  of 
Pediatrics  Cocktail  Reception 

6:30  p.m. 
Beauregard  Room 

MUSC  Reunion:  Class  of  1949 

6:30  p.m. -9:30  p.m. 

The  Old  Exchange  Building 

SC  Society  of  Anesthesiologists  Reception  and  Dinner 
Guest  Speaker:  Lieutenant  Governor  Nick  Theodore 

7:00  p.m. -8:00  p.m. 
Colleton  Room 

SC  Radiological  Society  Cocktail  Reception 

7:00  p.m. 

Hampton  Room 
Edmunds  and  Drayton  Rooms 
Willow  II  Ballroom 
Jenkins/King  Room 
Willow  I Ballroom 

MUSC  Reunions 
December  Class  of  1 943 
Class  of  1954 
Class  of  1969 
Class  of  1974 
Class  of  1984 

7:30  p.m. -9:00  p.m. 
Edmonston-Alston  House 

SC  Dermatological  Association 
Reception 

Saturday,  April  30, 1994 


7:00  a. m. -5:00  p.m. 
2nd  Floor  Grand  Hall 

SCMA  Registration — Open 

7:15  a. m. -8:30  a.m. 
Suite  2G 

Editorial  Board  Breakfast 

7:30  a.m. -8:30  a.m. 
Louis's  Charleston  Grill 

SCMA  Board  of  Trustees  Breakfast 

7:30  a.m. -8:30  a.m. 
Gadsden  Room 

SC  Society  of  Anesthesiologists 
Breakfast  Meeting 

7:30  a.m. -8:30  a.m. 
Suite  2J 

SC  Radiological  Society  Breakfast  Meeting 

April  1994 
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Saturday,  April  30,  1994  (continued 


TIMi:/L()CATI()N 

KVENT 

7;3()a.ni.-9;()()a.m. 
Suite  21. 

SC  Chapter  of  the  American  Academy  of  Pediatries 
Executive  Committee  Meeting 

7:45  a. m. -8:45  a. in. 
Booths  22  & 75 

ColTee/Juiee 

8:00  a.m.- 12:00  noon 
Edmunds  Room 

SC  Vaseular  Surgery  Society  Scientific  Session 
and  Business  Meeting 

Seientifie  Papers 

“Aortic  Aneurysms:  When  is  Surgery  Necessary? 
Is  There  a Role  for  Endoluminal  Grafting?” 

Jerry  Goldstone,  MD,  University  of  California 
San  Erancisco,  CA 

Case  Presentations 

8:00  a.m.- 12:00  noon 
Jenkins/King  Room 

SC  Dermatological  Association  Scientific  Session 

“Periorbital  Dermatologic  Surgery” 

Hubert  T.  Greenway,  Jr.,  MD,  LaJolla,  CA 
(Supported  by  Schering  Dermatology) 

“The  Diagnosis  and  Treatment  of  Unusual  Skin  Tumors” 
Samuel  L.  Mosehella,  MD,  Harvard  Medieal  School,  Boston 

8:00  a.m.-l  :00  p.m. 
Dogwood/Cypress/Live  Oak 
Ballrooms  and  Grand  Hall 

“Challenging  Cases  in  Adults” 

Kenneth  E.  Greer,  MD,  Medical  University  of  Virginia 
Charlottesville,  VA 

(Supported  by  Janssen  Pharmaceutica) 

Exhibits  Open 

8:30  a.m.-l  1 :30  a.m. 
Magnolia  Ballroom 

SCMA  Plenary  Session:  “Infectious  Diseases” 

“Update:  Community  Acquired  Pneumonia” 

Charles  S.  Bryan,  MD,  USC  School  of  Medicine 
(Supported  by  Pfizer  Laboratories) 

“Diagnosis  and  Management  of  Acute  Sinusitis  in  Children” 
George  M.  Johnson,  MD,  MUSC 

“Cunent  Treatment  of  AIDS  and  HIV  Infection” 

Bosko  Postic,  MD,  USC  School  of  Medicine 
(Supported  by  Pfizer  Laboratories) 

LS(3 
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SCHEDULE  OE  EVENTS 

Saturday,  April  30,  1994  (continued 


time/locahon 

EVENT 

“AIDS  in  South  Carolina:  Epidemiology  and  Current 
Challenges” 

Robert  T.  Ball.  MD,  DHEC 

8:30  a.m.- 12:00  noon 
Suite  2H 

SC  Radiological  Society  Scientific  Session 

Ultrasound  for  Diagnosis  and  Intervention  in  Chest  Disease” 
Chris  Sistrom.  MD,  MUSC 

“Update  on  Knee  MRl” 

Spencer  Gay,  MD,  University  of  VA,  Charlottesville,  VA 

“Normal  Variants  of  the  Spine  that  May  Simulate  Disease” 
Tlieodore  E.  Keats,  MD,  University  of  VA.  Charlottesville,  VA 

Residents  Award  Paper  Presentation 

8:30  a.m.- 12:00  noon 
Beauregard  Room 

SC  Association  of  Neurological  Surgeons 
Scientific  Session  and  Business  Meeting 

“An  Update  on  Lumbar  Pedicle  Screws  and 
Caspar  Cervical  Plates” 

Bayaid  B.  Campbell,  MD,  Spartanburg 

“Useful  Skull  Base  Approaches  to  Common 
Neurological  Problems”” 

Sunil  J.  Patel,  MD,  MUSC 

“An  Update  on  Current  Techniques  in 
Interventional  Neuro-radiology” 

John  C.  Rand.  MD,  Charleston 

“Current  Management  Concepts  of  Premature  Infants 
with  Hydrocephalus” 

Bruce  B.  Storrs.  MD,  MUSC 

8:30  a.m.- 12:00  noon 
Drayton  Room 

SC  Society  of  Anesthesiologists  Scientific  Session 
and  Business  Meeting 

“Epidural  Steroids  for  Low  Back  Pain” 

Michael  Wendt.  MD,  USC  School  of  Medicine 

“Spinal  Cord  Stimulator:  Uses  and  Misuses” 

Susan  Harvey,  MD,  MUSC 

“Regional  Anesthesia  for  the  Pediatiic  Surgical  Patient” 
Chiis  Yeakel,  MD,  USC  School  of  Medicine 
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SCHHDUI.H  OF'  liVHNTS  

Saturday,  April  30,  1994  (conliiiLicd) 


TIME/LOCATION 

EVEN  I 

8:30  a.m.- 12:30  p.m. 
Willow  Ballroom 

SC  Cardiopulmonary  Rehabilitation  Association 
Symposium 

“Aortic  Valve  Replacement  with  Long  Term  Follow-up” 
Steven  Leyland,  MD,  Spartanburg 
(Partial  Support  by  St.  Jude  Medical) 

“Cardiac  Patients  and  Resistance  Training” 

Eric  ShoLip,  MS.  Charlotte,  NC 

“Pulmonary  Rehabilitation” 

Barbara  Gan  ick,  RN,  Florence 

“Exercise  and  Sports  Opportunities  for  Seniors” 

Frank  Powell,  PhD,  Furman  University 

9:00  a.m.-l  1 :30  a.m. 
Fenwick  Room 

SC  Society  of  Physical  Medicine  and  Rehabilitation 
Scientific  Session  and  Business  Meeting 

“Low  Back  Pain:  Acute  and  Subacute” 

“Low  Back  Pain:  Chronic  and  Recurrent” 
“Fibromyalgia” 

Bram  Riegel,  MD,  MUSC 

9:00  a.m.- 12:00  noon 
Colleton  Room 

SC  Chapter  of  the  American  Academy  of  Pediatrics 
Scientific  Session 

“Immunologic  Disorders” 

Tanya  Reid,  MD,  Columbia 

“Hypercholesterolemia” 

Susan  Baker,  MD,  MUSC 

“Nutrition  for  the  Teenage  Athlete” 

Robert  Baker,  MD.  MUSC 

“Pediatric  Gastroenterology” 

Cary  P.  Cavender,  MD,  Greenville 

Questions  and  Answers 

9:30  a.m.- 1 1 :00  a.m. 
Suite  2G 

SOCPAC  Board  Meeting 

10:00  a.m.- 1 1 :30  a.m. 
Riley  Room 

SCIMER  Board  Meeting 
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SCHEDULE  OE  EVENTS 

Saturday,  April  30,  1994  (continued) 


TIME/LOCATION 

EVENT 

\2:\5  a.m.-3:()()  p.ni. 
Louis's  Charleston  Grill 

SC  Radiological  Society  Reception,  Luncheon  and 
Meeting 

2:00  p.rn.-4:00  p.m. 
Colleton  Room 

SC  Society  of  Pathologists  Scientific  Session 

“Selected  Tumors  of  the  Head  and  Neck” 
Mary  S.  Richardson,  DDS,  MD,  MUSC 

“Meningiomas  and  other  Brain  Tumors” 

N.  Timothy  Smith,  MD,  MUSC 

2:00  p.m.-5 :00  p.m. 
Drayton  Room 

SCMA  Committee  on  Sports  Medicine  Scientific 
Session:  “High  School  Athletic  Issues” 

Panel  Discussion:  “Preparticipation  Physicals” 
Participants:  Pete  Ayoub,  SC  High  School  League, 
Columbia;  C.  Guy  Castles,  III,  MD,  Columbia;  Samuel 
R.  Stone,  MD,  Chester;  Coach  Billy  Parker,  Chester 
High  School;  Joe  Kinney,  Horry  County  School  District, 
Conway;  Richard  D.  Gardner,  MD,  Gaffney;  Stephen 
Williams,  SCMA  General  Counsel 

Panel  Discussion:  "Blood  Borne  Pathogens” 
Participants:  Susan  Provence,  DHEC;  Ered  Hoover, 
Clemson  University;  Doug  Gordon,  Clemson 
University;  Jim  Berry,  Myrtle  Beach  High  School, 
Ronald  Turner,  MD,  MUSC 

6:30  p.m. -7:30  p.m. 
Dogwood/Cypress  Ballroom 

SCMA  Presidents'  Reception 

(Supported  by  Carolina  Physicians  Advisory  Service) 

7:30  p.m.- 10:30  p.m. 

Live  Oak/Magnolia/Willow 
Ballrooms 

SCMA  President's  Inaugural  Banquet 
(Eeatured  Humorist:  Glen  Ward) 

April  1994 
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SCin:DUU:OFEVKNTS 

Sunday,  May  I,  1994 


EVKNI 

SCMA  Registralion — Open 


TIME/LOCATION 

7:00  a. m.- 10:30  a.m. 

2nd  I" loop  Grand  Hall 

7:30  a. in. -8:30  a.m. 

Louis's  Charleston  Grill 

8:30  a.m.- 1 2:30  p.m. 
Willow/Magnolia  Ballrooms 

1 2:30  p.m.- 1 :()()  p.m. 
Drayton  Room 


SCMA  Board  of  Trustees  Breakfast 

SCMA  House  of  (delegates 

SCMA  Board  of  Trustees 
Reorganization  Meeting 


I 


PHYSICIAN  RESIDENT  ALERT: 

IF  YOU  COULD  USE  OVER  $25^00  A YEAR- 

ANSWER  THIS  AD. 

Here’s  how  it  breaks  clown  - an  annual 
grant,  plus  a monthly  stipend  and  reimburse- 
ment of  approved  educational  expenses. 

You  will  be  part  of  a unique  health  care 
team  where  you  will  find  many  opportunities 
to  continue  your  medical  education,  work  at 
state-of-the-art  facilities,  and  receive  outstand- 
ing benefits. 

So,  if  you  are  a physician  resident  who 
could  use  over  $25,000  a year,  contact  an 
Army  Medical  Counselor  immediately. 


CALL  COLLECT 
706-724-7506 


ARMY  MEDICINE.  BE  ALL  YOU  CAN  BEf 


The  Journal  of  the  South  Carolina  Medical  Association 


The  U.S.  Army’s  Financial  Assistance 
Program  (FAP)  is  offering  a subsidy  of  over 
$25,000  a year  for  training  in  certain  medical 
specialities. 


SCMA  NEWSLETTER 


A PUBLICATION  OF  THE  SOUTH  CAROLINA  MEDICAL  ASSOCIATION 
Joy  Drennen,  Editor  Contributions  welcomed 

798-6207,  in  Columbia  1-800-3 27 -1 02 1,  outside  Columbia 


April  1994 


HIGHLIGHTS  OF  THE  MARCH  23  BOARD  OF  TRUSTEES  MEETING 


' The  board  voted  to  support  “any  willing  provider”  leg-  The  board  approved  the  SCMA  budget  for  the  fiscal  year 
j islation  in  the  SC  General  Assembly,  and  to  woric  to  have  July  1,  1994  - June  30,  1995.  This  budget  will  be  pre- 

j “physician”  added  to  the  current  bill,  if  feasible.  sented  to  the  House  of  Delegates  during  the  SCMA 

j Annual  Meeting  later  this  month.  □ 

i 

— 

MEDICARE  UPDATE 


I Clinical  Lab  Fee  Schedule  Update:  Included  in  the 
j April,  1994  Medicare  Advisory  is  a clinical  lab  fee 
I schedule  update.  Please  note  that  there  are  corrected 
fee  amounts,  codes  and  fees  missing  from  the  original 
I publication,  and  updated  fee  amounts. 

i 

I Modifier  Update:  CPT  modifiers  -57  (Decision  for 
Surgery)  and  -58  (Staged  or  Related  Procedure  or 
Service  by  the  Same  Physician  During  the 
Postoperative  Period)  are  new  modifiers  effective  for 
I dates  of  service  on  and  after  January  1,  1994. 

I However,  Medicare  has  allowed  a three-month  grace 
i period.  During  this  time  you  can  use  the  -QI  and  -79 
i modifiers,  or  modifiers  -57  and  -58.  For  services 
I rendered  prior  to  January  1,  use  modifiers  -QI  and  - 
' 79.  You  must  use  modifiers  -57  and  -58  on  claims 
! filed  on  or  after  April  1, 1994  with  dates  of  service 
on  and  after  January  1, 1994. 

I Microscopy  Certificates:  CPT  code  8100:  Holders  of 
! Physician-performed  Microscopy  Procedures  (PPMP) 
certificates  can  now  bill  Code  81000. 


Oral  Anti-Cancer  Dru^s:  HCFA  recently  released 
the  policy  for  oral  anti-cancer  drugs.  Coverage 
limitations,  drug  names,  guidelines,  where  to  submit 
claims  and  how  to  complete  the  HCFA  1500  form  can 
be  found  in  the  April  Advisory.  Please  read  this  article 
carefully. 

Dental  Related  Services  Rendered  in  the  Emersencv 
Room:  Medicare  does  not  cover  items  and  services 
connected  with  dental  services.  Medicare  will  cover 
dental-related  services  rendered  in  the  emergency 
room  for  pain  control  to  patients  with  teeth 
extractions  or  other  dental  problems.  The  services 
rendered  must  not  include  the  furnishing  of  an  actual 
dental  procedure  or  treatment  of  the  teeth  or  the 
stmctures  supporting  the  teeth. 

Allergen  Immunotherapy:  CPT  code  95165  is  a new 
1994  code.  You  must  report  the  number  of  doses  in 
item  24G  of  the  HCFA- 1500  claim  form.  The  number 
of  doses  will  not  impact  pricing. 

□ 


MEDICAID  UPDATE 


Medicaid! Private  Insurance  Filine:  The  pay  and  chase 
methodology  mentioned  in  the  March  SCMA  Newslet- 
ter is  effective  with  claims  processed  on  or  after  March 
1 7, 1994,  regardless  of  the  date  of  service.  The  use  of  the 
pay  and  chase  methodology  will  allow  providers  the 
option  of  billing  either  Medicaid  or  the  third  party  insur- 
ance as  the  primary  payer.  Additional  information  will 
be  provided  in  a forthcoming  Medicaid  Bulletin. 

Pro vider  Numbers : Medicaid  payments  are  made  to  the 
Medicaid  provider  number  as  submitted  in  block  #33  on 
the  HCFA  1500  claim  form.  The  Finance  Commission 
will  no  longer  research  claims  submitted  without  a Med- 
icaid Provider  Number.  Claims  without  a Medicaid 
Provider  Number  or  an  incomplete  number  will  be 
returned  to  the  provider  for  correction. 

Abortions:  Effective  with  payment  dates  on  or  after 
October  1, 1993,  the  Finance  Commission  expanded  cov- 
erage of  therapeutic  abortions  to  comply  with  the  revised 
Hyde  Amendment.  The  Finance  Commission  will  spon- 
sor payment  of  an  abortion  to  save  the  life  of  the  moth- 
er or  when  the  pregnancy  is  the  result  of  an  act  of  rape 
or  incest.  An  Abortion  Statement  must  be  included  with 
the  appropriate  medical  documentation  when  submitting 
claims  for  payment.  A Medicaid  Bulletin  and  the  required 
Abortion  Statement  are  forthcoming. 

Paraeuard  lUD:  The  rate  for  the  Paraguard  lUD,  code 
S0085,  has  been  increased  to  $198  effective  March  7, 
1994. 

Pharmaceutical  Services:  Physicians  are  reminded  that 
the  SC  Medicaid  program  currently  sponsors  three  pre- 
scriptions per  patient  per  month.  The  exceptions  to  this 
limit  are  the  following:  insulin  syringes  used  in  the  admin- 


istration of  home  parenteral  therapies;  specially  autho- 
rized home  parenteral  therapies;  aerosolized  pentamidine; 
clozapine  therapy;  and  certain  specified  epinephrine  and 
diabetic  emergency  kits. 

However,  Medicaid  will  reimburse  for  a maximum  of 
100  days’  supply  for  maintenance  medications 
provided  the  prescription  is  written  to  allow  such  a 
quantity  to  be  dispensed.  (The  pharmaceuticals  that 
the  patient  takes  for  any  chronic  or  long-term 
conditions  would  be  considered  maintenance 
medications.)  The  physician  is  encouraged  to  use  his 
or  her  knowledge  of  the  patient  and  the  patient’s 
medical  history  to  determine  the  appropriate  quantity 
of  medication  to  be  dispensed. 

Therefore,  for  those  patients  on  multiple  medications, 
it  may  be  advisable  for  the  physician  to  write  main-  i 
tenance  medication  prescriptions  to  accommodate  the  i 
dispensing  of  100  days'  supply.  This  practice  enables  i 
the  patient  to  “stagger”  the  medications  and  thereby 
receive  three  prescriptions  during  the  first  month  followed 
by  the  dispensing  of  three  different  prescriptions  the  next 
month,  and  so  forth;  it  also  lessens  the  patient’s  financial  ^ 
burden. 

Please  note,  however,  in  such  cases  it  is  advisable  that 
the  physician  communicate  with  the  patient’s  pharmacist 
the  need  for  a 100-day  supply  of  medication  to  be  dis- 
pensed. Pharmacists  who  are  willing  to  dispense  such 
large  quantities  in  an  effort  to  assist  needy  patients  forgo  \ 
reimbursement  for  one  or  more  dispensing  fees.  S 

t 

Additional  information  regarding  pharmaceutical  issues 
may  be  obtained  by  contacting  Medicaid's  Department  ^ 
of  Pharmaceutical  Services  at  (803)253-6179.  □ 
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DIAL-A-RIDE  TRANSIT  SYSTEM 

South  Carolina  Electric  and  Gas  Company  is  seeking  a physician  to  assist  in  the  certification  of  eligible 
riders  for  the  Columbia  area  Dial-a^Ride  Transit  System.  SCE&G  is  required  by  law  to  provide 
complimentary  paratransit  services  for  eligibk  citiz^  who  meet  the  requirements  of  the  Americans  with 
Disabilities  Act  of  1990.  ’This  project  is  funded  in  part  by  Federal  funds  through  the  Federal  IVansti 
Administration.  * 

Interested  physicians  should  contact  Ms.  ChloeSchuekr  in  Columbia  at  748-3870, 
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PHYSICIANS  CARE  NETWORK  UPDATE 

The  Physicians  Care  Network  has  received  its  first  two 
hospital  contracts  from  MUSC  in  Charleston  and  Bap- 
tist Medical  Center  in  Columbia.  This  development  will 
allow  the  network  to  begin  actively  marketing  to  busi- 
nesses in  the  Charleston  and  Columbia  areas.  A full- 
page  ad  is  being  prepared  for  newspapers  to  announce 
the  network  and  list  the  participating  providers  in  those 
areas.  Negotiations  are  nearing  completion  with  other 
South  Carolina  hospitals. 

If  you  are  a participating  network  provider,  you  should 
have  received  a provider  manual.  Group  practices  will 
receive  one  manual  per  group. 

Another  physician  recruitment  campaign  is  planned  for 
this  spring.  Physicians  Care  Network  staff  will  be  avail- 
able at  the  SCMA  Annual  Meeting  if  you  have  any  ques- 
tions about  the  network. 


/ 

Tlie  OSHA  Exposure  Control  Plan  is  the  most 


regardiiiig  the  OSHA  bloodbome  pathogens  stan- 
dard.  In  the  unlikely  event  of  an  OSHA  inspection, 
the  Exposure  Control  Plan  will  be  used  by  the 
inspector  as  a key  to  how  well  a physician  is  com- 
plying, 

Tlie  plan  is  not  a passive  dooiment.  It  needs  peri- 
'Odic:U|dating: 

• at  least  annually  ; 

• wiien  new  tad(8  an^  procedures  that  alTect  occu^ 
pationat  exposure  are  added; 

If  wh^  tasks  and  procedures  that  affect  occupa 
tional  exposure  are  changed  or  mofified;  and 

• when  new  employee  positions  with  occupation- 
al exposure  risk  are  added  or  when  employee 
portions  are  dtanged  to  indude  the  exposure 
risk. 


ANNUAL  MEETING  UPDATE 
THE  OMNI  HOTEL,  CHARLESTON 
APRIL  28  - MAY  1, 1994 

I As  this  newsletter  goes  to  press,  230  physicians  have  pre-registered  for  the  146th  SCMA  Annual  Meeting  and 
Scientific  Assembly.  If  you  have  not  sent  in  your  registration  form,  please  do  so  right  away  to  avoid  delays  at 
the  registration  desk  at  the  Omni. 

At  the  President's  Banquet  on  Saturday  evening,  April  30,  Charles  S.  Bryan,  MD,  Chairman  of  the  Department 
of  Internal  Medicine  at  USCSM,  will  be  presented  the  prestigious  President's  Award  by  outgoing  president, 
\ Edward  Vk.  Catalano,  MD.  In  choosing  Dr.  Br>'an  for  this  award.  Dr.  Catalano  cited  Dr.  Bryan's  dedication  to  the 
profession  of  medicine  as  both  an  art  and  a science  and  his  commitment  to  organized  medicine  at  local,  state  and 
national  levels.  Dr.  Catalano  noted  Dr.  Bryan's  17  plus  years  as  Editor  of  The  Journal  of  the  South  Carolina 
\ Medical  Association,  producing  a publication  of  national  repute;  and  his  selfless  donation  of  time  and  expertise 
to  physicians  throughout  the  state. 

/.  Richard  Sosnowski,  MD,  vice  dean  emeritus  and  emeritus  professor  of  OB/GYN  at  MUSC,  has  been  chosen 
to  receive  the  Wyeth-Ayerst  Laboratories  Physician  Award  for  Community  Service.  In  nominating  Dr. 
Sosnowski  for  this  award,  Daniel  Ravenel,  MD,  President  of  the  Charleston  County  Medical  Society,  noted  Dr. 
Sosnowski's  service  to  the  medical  and  non-medical  community  as  weU  as  the  fact  that  Dr.  Sosnowski  is  a role 
model  for  many  physicians,  both  in  training  and  in  practice. 

The  annual  Journalism  Awards  will  be  presented  during  the  House  of  Delegates  session  on  Sunday  morning. 
May  1.  Leonora  Bohen  of  the  Hilton  Head  Island  Packet  will  receive  the  print  award  for  her  series  titled  "Vital 
Signs"  about  Hilton  Head  Hospital.  The  award  for  radio  broadcasting  will  be  presented  to  Barry  Myers  of  SC 
I Educational  Radio  for  his  report  on  Palmetto  Senior  Care;  and  Julie  Jordan  of  WOLO-TV  in  Columbia  will 
I receive  the  Journalism  Award  for  television  broadcasting  for  her  report  on  telemedicine. 


LPLUMll^U  MEElli^bS 


Dru/\in, 

The  Commun-I-Care  program  has  begun  to  take  off 
in  South  Carolina.  Since  January  of  1993  the 
program  has  signed  up  750  volunteer  physicians,  27 
hospitals  and  four  pharmaceutical  companies 
(negotiations  continue  with  a fifth  company). 

Several  recent  events  have  given  the  Commun-I-Care 
program  increased  publicity.  In  his  remarks  at  the 
National  Governors  Association  conference, 
Governor  Carroll  Campbell  pointed  to  South 
Carolina’s  Commun-I-Care  program  as  a model  for 
how  the  private  sector  can  meet  the  needs  of  the 
underserved  without  major  government  intervention. 
Also,  beginning  on  February  28,  a five-part  series  on 
Commun-I-Care  aired  on  WIS-TV  in  Columbia, 
culminating  in  a half  hour  special  program  on  March 
4.  Commun-I-Care  is  also  being  looked  at  by  other 
state  medical  societies  who  want  to  start  a program  in 
their  state. 

If  you  have  not  yet  volunteered  to  serve  with 
Commun-I-Care,  please  call  the  Palmetto  Project  at 
577-4122  in  Charleston.  It  takes  very  little  effort  on 
the  part  of  the  individual,  but  the  cumulative  result  is 
immeasurable.  □ 

HOUSING  FOR  SENIORS 

The  “Directory  of  Housing  for  Seniors  in  South 
Carolina”  is  designed  to  assist  older  South 
Carolinians  and  persons  coming  from  other  states  to 
locate  appropriate  housing  in  South  Carolina. 
Compiled  by  the  Joint  Legislative  Committee  on 
Aging,  the  directory  lists  by  county,  subsidized  rental 
housing  and  facilities  licensed  by  DHEC  including 
adult  day  care,  community  residential  care,  and 
nursing  homes.  Denominational  facilities  and 
Alzheimer's  special  care  programs  are  included  as 
well.  To  obtain  the  directory,  please  call  the  Joint 
Legislative  Committee  on  Aging  at  (803)  734-2995.  □ 


O.  Marion  Burton,  MD,  SCMA  President  1994-95,  will 
deliver  the  opening  remarks  at  the  South  Carolina  Med- 
ical Group  Management  Association  spring  meeting  at 
the  Embassy  Suites  in  Columbia  May  16-18, 1994.  The 
main  thrust  of  the  meeting  will  be  repositioning  med- 
ical practices  for  reform.  The  SCMGMA  was  found- 
ed in  1978  for  the  purpose  of  sharing  and  exchanging 
information  related  to  medical  group  practice  man- 
agement. For  information  on  the  meeting,  call  Bruce 
Thompson,  MA,  MBA,  at  (803)347-7222. 

The  AMA  Hospital  Medical  Staff  Seaion  23rd  Assem- 
bly Meeting  will  be  held  June  9-13, 1994  at  the  (Chica- 
go Marriott  Hotel.  Aside  from  the  usual  policy-relat- 
ed activities,  representatives  will  have  an  opportunity 
to  dialogue  with  the  AMA  Board  of  Trustees,  hear  the 
latest  news  and  information  from  Washington,  and  learn 
the  importance  of  and  methods  for  physician  involve- 
ment in  health  system  reform.  For  more  information, 
please  call  (312)  464-4754  or  464-4761 . 


RONALD  MCDONALD  CHILDREN’S 
CHARITIES 

Ronald  McDonald  Children's  Charities  (RMCC)  is 
accepting  nominations  for  an  outstanding  physician 
to  receive  its  1994  Medical  Award  of  Excellence. 
The  award  will  honor  an  individual  with  a 
commitment  to  improving  the  lives  and  well-being  of 
children. 

The  deadline  for  nominations  is  July  1 . Write  to: 
Awards  of  Excellence,  Physician  Nominee,  RMCC, 
Campus  Office  Building,  2915  Jorie  Boulevard,  Oak 
Brook,  IL  60521.  □ 
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CHANGE  THE  PACE 
OF  YOUR  PRACTICE 


Looking  for  a change  of  pace?  Rx  - the  Naval  Reserve  requires  only  a few  hours  a month  at 
your  convenience,  plus  two  weeks  of  specialized  duty  each  year. 

Combine  three  careers  into  one  - civilian  physician,  Navy  physician,  and  Naval  Reserve  officer. 
Experience  a variety  of  duties.  Exciting  assignments.  Excellent  benefits. 

You’ll  enjoy  the  status  and  prestige  of  being  a Naval  Reserve  officer  while  working  in  a practice 
that  will  help  you  keep  up  with  the  medical  technology  of  tomorrow. 

Call  today:  1-800-443-6419 


NAVAL  RESERVE 

Vou  and  'Mk  Na^'al  Reserve.  Full  speed  ahead. 

"Despite  what  you  may  have  heard  about  the  military  getting  smaller,  the  Naval  Reserve  still  has  many  jobs  for  healthcare 

professionals." 


PHYSICIAN  RECOGNITION  AWARDS 

The  following  SCMA  physicians  are  recent  recipients  of  the  AMA’s  Physician  Recognition 
Award.  This  award  is  official  documentation  of  Continuing  Medical  Education  hours  earned. 

John  J.  Brown,  M.  D. 

Stanley  L.  Coleman,  M.  D. 

Vincent  J.  Degenhart,  M.  D. 

Hector  F.  Esquivel,  M.  D. 

Mukesh  M.  Gandhi.  M.  D. 

Eawrence  A.  Heavrin,  M.  D. 

Robert  G.  Mann,  M.  D. 

Melvin  D.  Medlock,  M.  D. 

Walter  P.  Tiedeman,  M.  D. 

Kenneth  R.  Warrick,  M.  D. 


April  1 994 
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1994  i)i:lk(;ates  and  alternatp:s 


ABBI-IVIM.H 

A.  ( iracly  ( )liver.  Ml ) 

Edward  C,  Morrison,  MD 

AIKHN 

Jonathon  Collins,  Ml) 

Baird  1).  Oldfield.  .Ml) 

William  Durrett,  MI) 

Samuel  Rosen.  MD 

Stephen  Grant,  Ml) 

David  K.  Smith.  MD 

John  romarchio.  Ml) 

John  E.  Sorrell.  MD 

ALl.HNDALH 

11.  1 .iicius  Lairitle,  Ml) 

MikeO.  fyler,  MD 

Alternate: 

Keith  Young,  MI) 

.latncs  El.  Warmoth.  MD 

ANDHKSON 

Stuart  Barnes.  Ml) 

G.  l-'rcHlerick  Worsham,  MD 

Clayton  Gibson.  MD 

CHEROKEE 

Not  available  at  press  time. 

Rajeev  Malik.  Ml) 

Cl  lES 'PER 

Sam  Stone,  MD 

Kenneth  A.  Smith.  Ml) 

Alternate: 

Edwin  Hent/.  MD 

rmii  Tulen.  MI) 

CHE.STEREIELD 

Winston  Godwin,  MD 

Jim  Walker.  MI) 

COLLETON 

ITank  Biggers.  MD 

Alternates: 

Len  Douglas,  Ml) 

Michael  Hawkins.  MD 

Richard  Sturt/,  MI) 

Alternates: 

Riddick  Ackerman.  III.  .MD 

BAMBERG 

F.  M.  Dwight.  MD 

Samuel  E.  Wood.  MD 

Alternate: 

.1.  D.  rhomas,  MD 

COLUMBIA 

Richard  M.  Bell.  MD 

BARNWELL 

Not  available  at  press  time. 

Eloise  A.  Bradham.  MD 

BEAUEORT 

Not  available  at  press  time. 

Robert  Brennan.  MD 

BERKELEY 

John  Swicord.  MD 

Charles  S.  Bryan.  MD 

P.  O.  Shillinglaw.  MD 

C.  Guy  Castles.  111.  MD 

Alternate: 

S.  O.  Sehumann.  Jr.,  MD 

Belton  D,  Caughman,  MD 

CHARLESTON 

David  Adams.  MD 

Kim  Chillag,  .MI) 

J.  Gilbert  Baldwin.  Jr.,  MD 

Vincent  J.  Degenhart.  MD 

Nabil  K.  Bissada,  MD 

Alexander  G.  Donald.  MD 

Julian  T.  Buxton.  Jr.,  MD 

Kathleen  P.  Flint.  MD 

Robert  S.  Cathcart.  III.  MD 

Frampton  W.  Henderson,  .MD 

William  T.  Creasman.  MD 

Dixie  J.  Hines,  MD 

Bertram  C.  Finch,  MD 

Warren  E.  Holland.  .MD 

Alan  W.  Fogle,  MD 

Edward  E.  Kimbrough.  MD 

Richard  Gross.  MD 

M.  Tucker  Laffittee.  III.  MD 

Lucinda  Halstead,  MD 

William  F.  Luce.  MD 

D.  Michael  Hull.  MD 

Robert  Malanuk.  MD 

Marc  Kolender.  MD 

William  R.  McWilliams.  MD 

Leonard  Lichtenstein,  MD 

Robert  N.  Milling,  MD 

I.  Grier  Linton.  Jr.,  MD 

William  J.  Neglia.  MD 

Thomas  L.  I.ucas,  Sr.,  MD 

Herbert  B.  Niestat,  MD 

Michael  A.  Maginnis,  MD 

V.  A1  Pakalnis,  MD 

Bright  McConnell.  III.  MD 

James  C.  Reynolds,  .MD 

Alan  Nussbaum,  MD 

James  W.  Stands,  MD 

Demetrios  Papadopoulos.  MD 

Charles  N.  Still,  MD 

Alexander  W.  Ramsay,  MD 

Melton  R.  Stuckey.  MD 

Allan  Rashford.  MD 

C.  Alden  Sweatman.  MD 

Daniel  Ravenel,  MD 

Nguyen  D.  Thieu.  MD 

Carolyn  Reed.  MD 

John  L.  Ward.  MD 

Frederick  Reed,  MD 

M.  Craig  Ward.  MD 

Edmund  Rhett.  Jr..  MD 

Gerald  A.  Wilson.  MD 

Eugene  D.  Rutland,  MD 

Alternates: 

William  L.  Brannon.  MD 

Kenneth  Spicer,  MD 

Miles  D.  Davis,  MD 

Ashby  Taylor,  MD 

John  L.  Eady.  MD 

W.  Curtis  Worthington,  MD 

David  Koon.  MD 

Alternates: 

Thomas  C.  Appleby,  MD 

M.  F.  McFarland.  MD 

Paul  Baron,  MD 

Juraj  Osterman.  MD 

H.  Wade  Boatwright.  MD 

Bonnie  J.  Ramsey.  MD 

Bruce  M.  Elliott,  MD 

Michael  J.  Wolin.  MD 

Lydia  A.  Engelhardt.  MD 

DARLINGTON 

Not  available  at  press  time. 

Robert  W.  Fitts.  MD 

DILLON 

Not  available  at  press  time. 

Dennis  Fried.  MD 

DORCHESTER 

David  Castellone,  MD 

Russell  A.  Harley,  MD 

Jeff  Fenwick.  MD 

Robert  G.  Irvin.  MD 

Dan  Hibner.  .MD 

Levern  Livingston.  MD 

Russell  Robinson.  MD 
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DELEGATES  AND  ALTERNATES 


EDISTO- 

ORANGEBURC. 


Alternates: 

EAIREIELD 

Alternate: 

FLORENCE 


GEORGETOWN 


GREENVILLE 


Alternates: 


GREENWOOD 

HAMPTON 

HORRY 


Alternates: 


Lane  Tuten.  MD 
Richard  Carpctiter.  Jr.,  MD 
Walter  E.  Conner,  MD 
Janies  Edinger,  MD 
Ben  C.  Pendarvis,  MD 
.Stewart  Funderburk,  MD 
Steve  Patterson.  MI^ 

Anil  J.  Kudchadkar.  MD 
William  Burnham.  MD 
J.  P.  Booth.  MD 
William  Boulware.  MD 
Richard  F.  Davis.  MD 
Bill  Edwards.  MD 
James  Hammond,  MD 
Ashley  Kent.  MD 
Barry  B.  Monroe,  MD 
Mark  Steadman.  MD 
Gerald  E.  Harmon.  MD 
Lowell  R.  McClary.  MD 
Wright  S.  Skinner.  MD 
.1.  M.  Alexander.  MD 
Joy  S.  Anglea.  MD 
William  P.  Bonner,  MD 
Edward  W.  Bray,  III,  MD 
J.  Duncan  Burnette.  Jr..  MD 
Bradford  S,  Collins,  MD 
Sutton  L.  Graham.  II.  MD 
Donald  G.  Gregg,  MD 
Raymond  V.  Grubbs.  MD 
Lyn  H.  Hammond.  MD 
Lloyd  E.  Hayes,  MD 
William  B.  Jones.  MD 

S.  R.  Littlepage.  11.  MD 
Woodrow  W.  Long.  Jr..  MD 
Michael  S.  Mathers.  MD 
Joseph  C.  McAlhany.  Jr,.  MD 

T,  Wayne  McDonald.  MD 
Darius  G.  Ornston,  Jr..  MD 
James  A.  Robbins.  MD 
Ted  J.  Roper.  MD 

John  R.  Sanders,  MD 
John  R.  Satterthwaite,  MD 
Pam  S.  Snape.  MD 
Bruce  A.  Snyder.  MD 
Michael  D.  Stamm,  MD 
Joseph  H.  Wetzky.  MD 
Patricia  P.  Westmoreland.  MD 
W.  Arnold  Batson,  MD 
John  B.  Eberly,  MD 
J.  Rutledge  Lawson.  MD 
Jesse  R.  Stafford.  MD 
Not  available  at  press  time. 
Count  Pulaski,  Jr.,  MD 
John  Charles.  MD 
Kenneth  DeHart.  MD 
Edward  Hayes.  MD 
Kenneth  Krzyzaniak,  MD 
Camille  Mills.  MD 
John  Molnar,  MD 
Robert  Speir,  MD 
Eston  Williams,  Jr.,  MD 
Marc  Binard.  MD 


JASPER 

Paul  Cohen,  MD 
Dan  Ervin.  MD 
Thomas  Rives.  MD 
Steve  White.  MD 
Richard  Young.  MD 
J.  M.  Bennett,  Jr..  MD 

Alternate: 

Hector  Esquivel.  MD 

KERSHAW 

Not  available  at  press  time. 

LANCA.STER 

Andrew  Pate.  MD 

LAURENS 

Donna  P.  Smith.  MD 
Not  available  at  press  time. 

LEXINGTON 

Gwendolyn  Cambron.  MD 

MARION 

F.  W.  Clemenz.  MD 
Robert  L.  Galphin.  MD 
William  11.  Granger.  MD 

G.  Tripp  Jones,  MD 
Frank  W.  Young.  MD 
Hugh  V.  Coleman.  MD 

Alternate: 

Kamil  S.  Basily,  MD 

MARLBORO 

Haynes  Cain.  MD 

Alternate: 

Cyril  Rush.  MD 

NEWBERRY 

Not  available  at  press  time. 

OCONEE 

Edward  Booker,  MD 

Alternates: 

James  Cochran.  MD 
Harry  Mays,  MD 

PICKENS 

James  Pruitt.  MD 
R.  11.  Bowick,  MD 

Alternate: 

Jack  Holcomb.  MD 
Brad  Simpson.  MD 
Boyce  Tollison.  MD 
Sandra  Lamberson.  MD 

RIDGE 

W.  Hugh  Morgan.  MD 

Alternate: 

Richard  Steadman,  MD 

SPARTANBURG 

Gordon  France.  MD 

Alternates: 

Michael  Holmes.  MD 
Dav  id  Kammerman.  MD 
Henry  Kelley.  MD 
Ann  Kelly.  MD 
Bert  Knight.  MD 
Louis  Knoepp.  MD 
Jeff  Lanford.  MD 
John  Tate,  MD 
Robert  H.  Taylor.  MD 
Mark  Visk,  MD 
Sami  Elhassani,  MD 

SLIMTER- 

Mukesh  Gandhi.  MD 
Tim  Llewelyn.  MD 
Linwood  G.  Bradford.  MD 

CLARENDON- 

Norman  B.  Clinkscales.  .MD 

LEE 

S.  Perry  Davis,  MD 

Alternates: 

James  R.  Ingram.  MD 
Usah  Lilavivat.  MD 
Clarence  Coker.  MD 

UNION 

Kent  Cunningham.  MD 
Jerry  Jackson.  MD 
Tammy  Pannell.  MD 
Stanford  James.  MD 

Alternate: 

Paul  Ken  Switzer.  MD 

WILLIAMSBURG  Howard  Poston,  MD 

YORK 

Donald  W.  Shuler.  MD 

S.  C.  SOCIETY  FOR  ALLERGY  & CLINICAL 

IMMUNOLOGY 

Not  available  at  press  time. 

April  1994 
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DHLEGATHS  AND  Ai;n:kNAI’ES 


s.  c.  socim'Y  or  ANi:s'mr;sioi.o(ii.sTs 

|{(Jwiii  A.  liowc,  MI) 

S,  C.  CARDIAC  & 'mORACIC  SURCilCAI, 

SOC’lin'Y  MiciiacI  I..  Hdwards,  Ml) 

Alternate:  James  H.  May.  Ml) 

,S.  C.  DHRMATOLOCdCAI.  AS.SOCIA  TION 
Kenneth  R.  Warriek,  Ml) 

s.  c.  coLLHcr:  or  r:MrRCir;NCY  riiy.sicians 

No  Delegate 

,S.  C.  ACADEMY  Or  l AMII.Y  PIIY.SICIANS 
Stoney  A.  Abereromhic,  MI) 

S.  C.  .SOC  IETY  or  INTERNAE  Mr:i)ICINE 
E'.  Kay  I liintington.  MI) 

S.  C.  ASSOC’IATION  OK  NEUROEOOICAE 
SURGEONS  Stephen  R.  Gardner.  MI) 

Alternate:  .lohn  K.  Johnson,  MI) 

S.  C.  NliUROEOGICAL  ASSOCIATION 
No  Delegate 

S.  C.  OB/GYN  SOCIETY 

Cj.  Murrell  Smith.  MD 
Alternate:  William  T.  Creasman.  MD 

S.  C.  ONCOLOGY  SOCIETY 

John  S.  Ravita,  MD 
Alternate:  Riehard  Pitzgerald,  Md 

S.  C.  SOCIETY  or  OPHTHALMOLOGY 

Thomas  A.  Whitaker.  MD 
■Alternate:  Lowrev  P.  King,  MD 

S.  C.  ORTHOPAEDIC  ASSOCIATION 
James  .1.  Hill,  Jr,.  MD 

S.  C.  SOCIETY  Or  OTOLARYNGOLOGY,  HEAD 
AND  NECK  SURGERY 

James  R.  Wells,  MD 
Alternate:  Wanen  Adkins,  MD 

S,  C.  SOCIETY  Or  PATHOLOGISTS 

Hans  K.  Habermeier.  MD 
S,  C.  CHAPTER,  AMERICAN  ACADEMY  OP 
PEDIATRICS  C.  Morrison  Parish,  MD 
S.  C.  CHAPTER,  AMERICAN  COLLEGE  OP 
PHYSICIANS  No  Delegate 
S.  C.  SOCIETY  OP  PLASTIC  & RECONSTRUCTIVE 
SURGEONS  Peter  C.  Haines,  MD 
S.  C,  PHYSICAL  MEDICINE  & REHABILITATION 
David  Shallcross.  MD 
Alternate:  John  Nicholson,  MD 

S,  C.  PSYCHIATRIC  ASSOCIATION 
No  Delegate 
S.  C.  RADIOLOGY  SOCIETY 

H.  W.  Sanford.  MD 

Alternate:  Robert  L.  Waldron.  II.  MD 

S.  C.  CHAPTER  OF  THE  AMERICAN  COLLEGE  OF 
SURGEONS  No  Delegate 
S.  C.  SURGICAL  SOCIETY 

Not  available  at  press  time. 

S.  C.  THORACIC  SOCIETY 

No  Delegate 

S.  C.  UROLOGICAL  ASSOCIATION 
Alan  W.  Fogle,  MD 
Alternate:  Alex  Ramsay.  MD 

S.  C.  VASCULAR  SURGICAL  SOCIETY 
David  J.  Gatti.  MD 
Alternate:  Daniel  S.  Rush.  MD 

YOUNG  PHYSICIANS  SECTION 


March  Seabrook.  .MI) 

RESIDENT  PHYSICIANS  SECTION 

Peter  Neidcnbach.  MD 
Walter  Hiott.  MD 

Alternate:  Lesa  Hopkins,  MD 

HOSPITAL  MEDICAL  STAFP  SECTION 

Not  available  at  press  time. 

MUSC.  DEAN,  COLLEGE  OF  .MPiDICINE 
Layton  McCurdy.  MD 
use,  DEAN,  .SCHOOL  OP  MEDICINE 
Larry  R.  Eaulkner.  MD 

MUSC  MEDIC’AL  .STUDENT  SECTION  PRESIDENT 
Not  available  at  press  time. 

U.SC  MEDICAL  .STUDENT  SECTION  PRESIDENT 
Not  available  at  press  time. 
PARLIAMENTARIAN 

James  Irngram.  MD 

SPEAKIfR  Roger  A.  Gaddy,  .MD 

VICE  SPEAKER  William  H.  Hester,  MD 
TWO  IMMEDIATE  PA.ST  PRESIDENTS 
Bartolo  M.  Barone,  MD 
J.  Chris  Hawk.  Ill,  MD 
PHYSICIAN  MEMBER  OF  DHEC  BOARD 
Not  available  at  press  time. 
PRESIDENT  OF  BOARD  OF  MEDICAL 
EXAMINERS  Roy  Ellison.  MD 

AMA  DELEGATES 

Daniel  W.  Brake.  MD 
Charles  R.  Duncan,  Jr.,  MD 
J.  Chris  Hawk.  III.  MD 
Walter  J.  Roberts.  MD 
AMA  ALTERNATE  DELEGATES 

Roger  A.  Gaddy.  .MD 
Steven  A.  Imbeau.  .MD 
John  W.  Simmons.  .MD 
S.  Nelson  Weston.  MD 
SCMA  BOARD  OF  TRUSTEES 

Edward  W.  Catalano.  MD,  President 
O.  Marion  Burton.  MD.  President-Elect 
Benjamin  E.  Nicholson.  MD,  Treasurer 
Stephen  A.  Imbeau.  MD.  Secretary 
Richard  E.  Ulmer.  MD.  Trustee.  First  District, 
Executive  Committee  Member-at-Large 
John  B.  Johnston.  MD,  Trustee.  First  District 
S.  Nelson  Weston.  MD.  Trustee.  Second 
District,  Chairman  of  the  Board 
Bryan  L.  Walker.  MD,  Trustee,  Second  District 
George  P.  Cone,  Jr.,  MD.  Trustee,  Third  District 
James  B.  Page,  MD,  Trustee.  Fourth  District 
.leny  R.  Powell.  MD.  Trustee.  Fourth  District. 
Vice  Chairman  of  the  Board 
R.  Duren  Johnson,  Jr..  MD.  Trustee,  Fifth 
District 

James  M.  Lindsey.  Jr.,  MD.  Trustee,  Sixth 
District,  Clerk 

Sompong  Kraikit.  MD.  Trustee.  Sixth  District 
J.  Capers  Hiott.  MD.  Trustee,  Seventh  District 
Dallas  Lovelace.  Ill,  MD,  Trustee.  Eighth 
District 

Carol  S.  Nichols,  MD,  Trustee,  Ninth  District 
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BePakt 


Of  Ah  OPEumoH  nuT'U 
Make  You  Feel  BEmR 


As  an  Air  Force  Reserve  physician,  you'll  expe- 
rience all  the  rewards  of  providing  care.  And 
then  some.  Because  as  part  of  our  nation's  vital 
defense  team,  you'll  help  protect  the  strength 
and  pride  of  America.  In  the  Air  Force  Reserve, 
you'll  feel  the  excitement  a change  of  pace 
brings  as  you  gain  the  prestige  of  military  rank 
and  the  privilege  of  working  with  some  of 
the  world's  best  medical  professionals — in  a 
program  that's  flexible  enough  to  fit  your 
schedule.  The  Air  Force  Reserve.  It's  a great 
way  to  serve. 

Call:  (803)566-4910 


25-401-0008 


Surgical  Supply  Company 


Physician/ 

Hospital/ 

Home  Care  Supplies 


3333  North  Tryon  Street 
P.O.  Box  35488 
Charlotte,  NC  28235 
704/372-2240 
800/874-2240 


“Serving  The  Medical  Profession  Since  1919” 

Medical  ♦ Surgical  ♦ Laboratory  ♦ Diagnostic 
Equipment  and  Supplies 


J.  Kent  Whitehead  Rick  E.  Watkins  Scott  Smith 

South  Carolina  Salesmen  Serving  You 


Winchester  Home  Healthcare 

Medical  Supplies  And  Equipment  For  Your  Patients  At  Home 
Charlotte,  North  Carolina  704/332-1217 


A GREAT  WAY  TO  SERVE 


At  MPM  we  understand — we  specialize 
in  helping  doctors  manage  their  practices 
more  efficiently. 

To  arrange  for  an  appointment  or  obtain 
more  information  call  today. 

iyTT)AyT  Medical  Practice 
iVliiVl  Management  Inc 

5711  Chamberlayne  Road,  Richmond,  Virginia  23227 

Phone  804-262-6900  or  1-800-262-4220 


Tm  jiracticing 
medicine  the  way  I 
think  it  should  be 
practiced,  sans  the 
paperwork  and 
ad  mimstrative 
overload. 

Owen  Hrodie, 

I ),  joined 
CompI  lealth’s 
locum  lenens 
medical  stall  in 
1989,  alter  21 
years  in  [)rivate 
practice.  Since 
then  he’s  worked  in  temporary  assignments 
m stale  facilities,  filled  m lor  attending  physicians, 
covered  lor  private  [iractilioncrs  across  the  country. 

A pilot.  A historian.  A l)oard-ccrtined  psychiatrist. 
Southern  to  a fault.  Owen  Hrodie  knows... 

It  s a great  way  to 
practice  medicine 

CompHealth 

l-OCUM  TENENS 

1 -800-H53-3030 

Salt  l>ake  City  ■ Atlanta  ■ Grand  Rapids,  Mich. 


Whenever  Possible, 
TakellnlairAdvanlage. 


The  Lexus  GS.  Starting  at  $40,370* 

Tlie  GS  not  only  rides  smoother**  and  corners  better**  than  the  ,540i.  but  it  can  beat  its  price 
by  thousands  of  dollars.  All  of  which  conforms  nicely  with 
the  aee-old  business  axiom:  Never  give  the  other  guy  a chance.  Your  Lexus  Dealer.  Pursuing  Perfection. 


LEXUS  OF  CHARLESTON  7.5/9  Riven  Tt-'e.  1803}  863-5400 


©/W?  l.etiis  t Dll  I • 'on  Of  Ti’Mila  Uolor  .So/ev  I N t hu  I.euis  ,<r(,  I"  uenr  yrtH  hrlix  anti  ohrt  nil  xpred  laiix  ’\fanii/nrlnrrr\  Suggtrnrd  Rrtail  Pnie  nrludex  ia.\fx.  Uremr  ond 

opliiinnl  1«  tuni  ({enter  pme  mo\  inn  "{Mil  lei  lifted  le\l\  nf  ride  i imifiirl  mer  />um/n  and  rnrneriiip  performnni  e I r\ii\  CS  ‘/4  fll/H  34l)tl 


OFFICER  REPORTS 


THK  PRKSIDENT 

Mr.  Speaker,  members  of  the  House,  invited 
guests.  1 am  grateful  for  the  honor  and  pri\  ilege 
to  have  served  as  the  1 3()th  President  of  the  South 
Carolina  Medieal  Assoeiation.  The  year  was 
busy  - at  times  heetie.  The  support  of  the  SCMA 
staff  was  exeel  lent  and  indispensable.  The  sup- 
pc)i1  and  eoverage  by  my  partners;  Jim  Reynolds, 
Will  Armstrong,  Sally  Harding  and  Ron  Burns, 
made  it  possible  for  me  to  meet  the  time  eon- 
straints  of  my  offiee.  The  Board  of  Trustees  pro- 
vided the  talent  to  represent  this  assoeiation  in 
many  different  forms  and  in  a manner  whieh 
should  make  all  of  us  justifiably  proud. 

As  I look  baek  at  this  past  year,  two  events  seem 
to  have  potential  for  significant  impact  on  this 
organization  for  years  to  come.  The  first  is  the 
formation  of  the  Physicians  Care  Network.  This 
network  will  provide  a mechanism  to  participate 
actively  in  health  system  reform  and  will  also 
provide  an  additional  focus  for  physician  unity. 
It  holds  great  potential  for  the  future  and  deserves 
your  participation  and  support.  The  second  event 
was  the  formation  of  SCMA  Financial  Services, 
Inc.  This  entity  has  already  saved  our  organiza- 
tion significant  resources  and  literally  has  unlim- 
ited potential  for  us  in  future  years.  These  two 
organizations  will  provide  a legacy  which  will 
make  all  of  us  proud. 

Communications  among  the  specialties  has 
improved  but  progress  must  continue  in  this  area. 
Our  membership  has  increased,  and  we  have  also 
seen  a significant  increase  in  medical  school 
physicians'  participation.  The  SCMA  continues 
to  be  active,  innovative  and  participatory  in  all 
aspects  of  the  health  care  delivery  system  with- 
in our  state.  Unquestionably  we  have  one  the  best 
state  medical  associations  in  the  country  and 
everyone  deserves  to  share  the  credit.  I sincere- 
ly appreciate  your  support  in  having  allowed  me 
to  serve  you  over  the  years  in  this  organization. 

Edward  W.  Catalano,  MD 

President 

THE  SECRETARY 

Thank  you  for  your  help  and  support  over  the 
last  three  years.  We  have  worked  hard  together. 


This  is  my  last  meeting  as  Secretary.  I look  for- 
ward to  serving  you  in  another  capacity  as  you 
desire.  I have  been  impressed  with  our  leader- 
ship and  staff  I believe  that  our  organization  is 
in  good  hands. 

We  continue  to  face  difficult  times.  We  need 
to  press  on  in  membership  recruitment.  We  have 
only  begun  this  struggle.  And  of  course  we  will. 

I have  continued  to  call  the  newly-licensed 
physicians  to  welcome  them  to  South  Carolina 
and  to  encourage  their  membership  in  the  South 
Carolina  Medical  Association. 

The  Physicians  Care  Network  needs  our  ongo- 
ing nurture.  Our  current  membership  statistics 
have  obviously  been  improved  because  of  the 
Network.  Note  that  several  large  groups  and  clin- 
ics have  increased  their  membership  in  the 
SCMA  because  of  the  Physicians  Care  Network. 
This  is  not  a casual  point.  Our  staff  and  leader- 
ship deseiwe  significant  credit  for  its  concept  and 
implementation.  Our  success  in  physician  recruit- 
ment with  the  network  is  proof  of  its  worth.  We 
must  continue  our  efforts  to  make  the  network 
really  work.  And  of  course  we  will. 

Thanks  again  and  Godspeed.  I will  continue  to 
do  what  1 can  to  serve  you. 

Stephen  A.  Imheaii,  MD 
Secretary 

THE  TREASURER 

As  I complete  my  second  year  as  Treasurer  of 
the  South  Carolina  Medical  Association,  1 would 
like  to  present  a short  report  about  the  SCMA's 
financial  condition.  A more  comprehensive 
report  will  be  presented  to  the  1994  House  of 
Delegates  in  Charleston. 

For  the  year  ended  June  30,  1 993,  the  SCMA 
had  net  revenues  over  expenses  including  depre- 
ciation of  $162,922.  However,  if  you  exclude 
depreciation  expense  of  $41,122  the  SCMA  had 
net  operating  revenues  over  expenses  of 
$204,044.  The  SCMA  had  a Fund  Balance  of 
$ 1 ,302,744  as  of  June  30,  1 993. 

The  SCMA's  cuiTent  financial  condition  for  the 
seven  months  ended  Januai^  1 994  projects  a neg- 
ative financial  position.  At  the  end  of  January, 
the  SCMA  had  expenses  over  revenue  of 
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$28,106.  We  CLUTcntly  project  that  the  SC'MA 
will  have  an  excess  ot  reveiiLie  over  expenses  this 
I'iseal  year. 

The  investments  of  the  SCMA  and  its  alTiliates 
are  primarily  in  secured  overnight  federal  trea- 
sury notes  and  eertificates  of  deposits.  All  invest- 
ments are  insured  and  guaranteed  by  the  FDIC 
or  Government  Agency  Securities. 

It  is  the  SCMA’s  policy  to  maintain  total 
reserves  equal  to  one  year’s  operating  budget  and 
any  excess  should  be  allocated  to  cover  future 
operational  deficits.  Therefore,  the  permanent 
and  operating  reserves  will  remain  constant  for 
the  year  ending  June  30,  1994. 

We  have  not  had  a dues  increase  since  1 99 1 and 
do  not  expect  one  for  the  upcoming  year.  We 
have  a history  of  operating  on  a sound  financial 
basis  and,  we  shall  continue  to  do  so. 

I thank  the  membership  for  the  privilege  of 
serving  as  your  treasurer  for  the  past  year. 

Benjamin  E.  Nicholson,  MD 
Treasurer 

THE  CHAIRMAN  OF  THE  BOARD 

This  past  year  has  been  a productive  one  for 
the  South  Carolina  Medical  Association.  In  this 
time  of  change  in  health  care  systems,  your  board 
has  had  to  make  decisions  on  a daily  basis.  Our 
goal  has  been  to  pursue  a health  care  system  that 
is  accessible  and  affordable  for  all  our  citizens. 
We  have  pledged  to  maintain  the  high  standards 
of  quality  that  exist  and  we  will  insist  that  patients 
have  their  choice  of  physicians.  We  have  sup- 
ported change  when  it  has  been  good  for  our 
patients  but  have  been  the  loyal  opposition  to 
change  when  it  is  not  in  their  best  interest.  In 
other  words,  your  board  has  taken  the  high  road 
and  will  continue  to  do  so  when  decisions  are 
made  regarding  the  future  health  care  system. 

Some  of  the  highlights  of  this  year  were  the 
continued  development  of  the  Commun-I-Care 
Project.  Some  400  patients  have  been  seen  and 
over  700  physicians  have  volunteered  to  see 
these  patients  free  of  charge.  In  addition,  the 
board  developed  parameters  for  treatment  in 
management  of  chronic  pain.  This  information 
was  sent  to  you  in  August  and  has  been  well- 
received.  We  found  ourselves  with  new  additions 


to  the  staff,  possessing  the  ability  to  handle  many 
of  our  members’  insurance  needs  and  a new  sub- 
sidiary was  formed  called  the  SCMA  Financial 
Services.  We  believe  that  this  subsidiary  will  be 
of  great  service  to  our  membership. 

We  revamped  the  Public  Relations  Commit- 
tee and  renamed  it  the  Public  Relations  and  Com- 
munications Committee.  This  committee’s  work- 
load has  markedly  increased  responding  to  the 
media  about  health  systems  reform.  This  com- 
mittee also  reponded  to  the  House  of  Delegates’ 
resolution  to  get  our  message  out  to  the  public. 
They  developed  a radio  campaign  that  was 
broadcast  over  the  state.  Many  of  you  heard  these 
timely  messages. 

One  of  our  objectives  this  year  was  to  learn 
more  about  health  care  information  networks  and 
how,  through  modern  computer  services,  this 
information  can  be  used  by  the  practicing  physi- 
cian. We  have  fully  supported  the  development 
of  these  systems  and  particularly  the  systems 
being  developed  at  our  medical  universities.  It 
is  in  this  area  that  organized  medicine  can  be  of 
tremendous  help  to  the  practicing  physician  and 
we  will  keep  you  updated  on  these  developments. 

Our  legislative  efforts  continued  to  be  one  of 
our  paramount  objectives.  Our  lobbyists  are  high- 
ly respected  in  government  circles.  They  keep  the 
Board  of  Trustees  and  the  Legislative  Commit- 
tee informed  of  the  developments  at  the  State 
House  on  a timely  basis.  While  we  continue  to 
enjoy  success,  we  have  had  some  disappoint- 
ments. There  is  a mood  in  the  legislature  that  they 
can  substitute  legislation  for  education  in  pro- 
viding health  care.  We  do  not  think  that  these 
efforts  are  in  the  best  interest  of  our  patients  and 
we  will  continue  to  oppose  the  infringement  of 
those  less  qualified  in  obtaining  direct  access  to 
patient  care.  In  response  to  some  of  these  dis- 
appointments, there  has  been  a movement  for 
specialty  societies  to  hire  their  own  lobbyists. 
This  development  creates  risk  that  we  could  be 
working  in  different  directions.  Hopefully,  these 
societies  and  their  lobbyists  will  communicate 
with  our  lobbyists  as  we  must  be  unified  in  our 
legislative  efforts. 

By  far,  the  most  exciting  and  potentially  pro- 
ductive effort  of  the  board  has  been  the  devel- 
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opment  of  the  Physicians  Care  Network.  In  Octo- 
ber of  1993,  the  board  voted  to  make  the  network 
a for-profit  organization  separate  from  the 
SCMA,  with  the  present  Policy  Committee  form- 
ing the  Board  of  Directors.  The  network  is  com- 
pletely owned  by  the  SCMA. 

The  development  of  the  Physicians  Care  Net- 
work was  a stroke  of  genius  (or  good  luck)  as  we 
are  learning  that  the  development  of  physician 
organizations  or  networks  is  the  direction  that 
physicians  must  take  if  they  are  to  have  any  con- 
trol over  their  destiny.  We  now  have  over  2 1 00 
physician  members,  but  have  failed  to  complete 
negotiations,  at  the  time  of  this  writing,  with  a 
single  hospital.  Marketing  efforts  to  self-insured 
companies  have  had  a marvelous  reception  but 
without  hospitals  we  have  not  had  a complete 
product.  Hopefully,  by  the  time  this  report  is  pub- 
lished we  will  have  broken  the  logjam  with  the 
hospitals  and  we  will  have  a cooperative  effort. 

If  not,  the  network  may  have  to  go  at  it  alone  and 
simply  use  the  hospitals  as  vendors. 

Aside  from  network  activities,  we  have  been 
actively  involved  with  Governor  Campbell's 
Medicaid  waiver  application.  His  original  con- 
cept was  to  have  regional  fully  capitated  man- 
aged care  health  maintenance  organizations 
(HMOs)  for  all  primary  care  physicians.  In  our 
meetings  with  him  we  stressed  that  our  goal  was 
the  same  as  his  - access  for  all  of  our  citizens  to 
primary  care  physicians  at  a reasonable  cost.  We 
emphasized  the  importance  of  adequate  reim- 
bursement. In  addition,  we  offered  two  other  sce- 
narios. One,  a partially  capitated  system  where 
the  patient  would  have  access  to  any  willing  pri- 
mary care  provider;  and,  second,  a case  man- 
agement fee-for-service  proviso.  Governor 
Campbell's  staff  has  agreed  to  the  partially  cap- 
itated plan  but  remains  opposed  to  a fee-for-ser- 
\'ice  model.  Your  board  has  been  adamant  that 
there  be  a fee-for-service  model  and  will  have 
difficulty  supporting  the  waiver  without  such  a 
provision. 

Bill  Mahon  and  I have  been  involved  with  a 
“No  Name”  committee  which  originated  from 
The  Center  of  Health  Policy  at  the  Institute  of 
Public  Affairs  at  the  University  of  South  Car- 
olina. This  committee,  composed  of  interested 
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parties  from  government,  hospitals,  physicians, 
insurance  industry  and  consumers,  has  made  an 
honest  effort  to  impose  legislation  dealing  with 
small  group  insurance  policies  in  the  state. 

Lastly,  it  has  been  my  privilege  to  attend  the 
American  Medical  Association  (AMA)  Annu- 
al and  Interim  Meetings  and  the  AMA's  Lead- 
ership Conference.  You  can  all  be  proud  of  your 
AMA  delegation  led  by  Walter  Roberts.  They  are 
a vocal,  attentive,  and  respected  group  who  rep- 
resent us  well  on  a national  level.  We  are  also  for- 
tunate to  have  exceptional  leadership  in  the  AMA 
during  this  time  of  change.  Dr.  James  Todd, 
AMA  Executive  Vice  President,  and  Dr.  Lonnie 
Bristow,  Chairman  of  the  AMA  Board  of 
Trustees,  and  our  own.  Dr.  Randy  Smoak,  are 
doing  a manigificent  job  of  representing  the 
physicians  around  the  nation. 

I end  my  report  by  thanking  the  SCMA  staff 
for  everything  they  do.  In  particular,  I would  like 
to  praise  Bill  Mahon,  our  nationally  recognized 
Chief  Executive  Officer,  who  not  only  has  devel- 
oped our  outstanding  staff  but  has  put  SCMA  on 
the  map  as  one  of  the  more  outstanding  pro- 
gressive medical  societies  in  the  nation. 

Thank  you  all  for  allowing  me  to  serve.  I 
remind  you  that  we  must  continue  to  speak  with 
a unified  voice.  We  need  all  of  you  to  participate 
in  organized  medicine  and  join  us  in  the  great 
debate  on  health  system  reform. 

S.  Nelson  Weston,  MD 
Chairman  of  the  Board 

THE  SPEAKER  OE  THE  HOUSE 

The  146th  Annual  Meeting  and  Scientific 
Assembly  of  the  South  Carolina  Medical  Asso- 
ciation will  be  held  April  28  - May  1,  1994  in 
the  Omni  Hotel  at  Charleston  Place.  The  sched- 
ules for  the  clinical  sessions,  social  gatherings 
and  the  House  of  Delegates  have  been  careful- 
ly aiTanged  to  allow  you  to  participate  in  all  activ- 
ities to  the  fullest  extent.  This  should  add  to  the 
excitement  and  enthusiasm  that  surrounds  our 
meeting  each  year.  Dr.  Gerard  Jebaily  and  his 
Continuing  Medical  Education  (CME)  Com- 
mittee have  arranged  an  outstanding  array  of 
speakers  to  update  us  in  various  aspects  of 
medicine.  We  will  have  plenary  sessions  on 


April  1994 


167 


OM-ICER  RliPORTS 


“liircclioLis  Diseases,”  “Oeciipalional  Medieine” 
and  "What's  New  in  Radiology,  Critieal  Care, 
C'ardiology,  Pediatries,  I lypertension,  Anestlie- 
siology.  Pulmonology,  Gastroenterology,  Trans- 
plantation, Anti-Coagulation.”  Our  other  sei- 
entil'ie  sessions  and  those  of  our  speeialty 
soeieties  will  inelude  topies  sueh  as  when  to  oper- 
ate on  aortie  aneurysms  and  pediatrie  immune 
disorders.  At  least  nine  of  our  state’s  speeialty 
soeieties  will  hold  their  meetings  in  eonjunetion 
with  ours.  Approximately  14  CME  eredit  hours 
ean  be  obtained  beginning  Thursday  afternoon. 

Special  guests  for  the  week  will  inelude  Dr.  Et)ii- 
nie  Bristow,  Chairman  ol'thc  Board  of  the  Amer- 
ican Medical  Association,  and  Dr.  Elizabeth  Kanof, 
President  of  the  North  Carolina  Medical  Society. 
We  are  extremely  proud  to  have  with  us  two  of  our 
own  SCMA  members  who  hold  distinguished 
positions  in  organized  medicine  in  America.  Dr. 
Randy  Smoak,  a past  president  of  the  SCMA,  is 
a member  of  the  Board  of  Trustees  of  the  AM  A 
and  also  a past  president  of  the  SCMA.  Dr.  Walt 
Roberts,  another  SCMA  past  president  and  eunent 
chairman  of  our  delegation  to  the  AM  A,  is  pres- 
ident of  the  Organization  of  State  Medical  Asso- 
ciation Presidents. 

On  Saturday  evening,  at  the  Inaugural  Banquet, 
we  will  honor  Dr.  O.  Marion  Burton,  our  pres- 
ident-elect, at  the  Inaugural  Banquet  and  after 
dinner  be  entertained  by  the  humorist,  Mr.  Glen 
Ward. 

Your  Board  of  Trustees,  officers  and  staff  have 
worked  this  year  to  implement  those  resolutions 
and  recommendations  adopted  by  the  House  of 
Delegates  at  its  1993  meeting.  The  status  of  these 
actions  is  included  in  a lengthier  verious  of  my 
report  to  the  House  of  Delegates.  You  voted  to 
support  the  development  and  passage  of  legis- 
lation on  gun  access  which  educates  the  public 
on  proper  gun  storage  techniques  and  firearms 
safety.  You  asked  for  a public  relations  program 
directed  at  positive  professional  presentation  for 
state  and  local  media  coverage.  You  supported 
the  promotion  of  generic  prescriptions,  and  at  the 
same  time  chose  to  support  the  RBRVS  System 
only  when  it  is  used  to  create  an  equitable  fee 
schedule. 

As  you  peruse  these  house  actions  from  last 


year,  and  listen  to  various  staff  and  officer 
reports,  including  that  of  our  chief  executive  offi- 
cer, you  will  undoubtedly  see  that  the  directions 
you  set  for  our  association  have  resulted  in 
numerous  successes  this  year.  Our  organization 
has  a very  positive  influence  on  our  state  Eeg- 
islature  in  matters  regarding  the  well-being  of  our 
patients  and  practices.  We  have  already  created 
a strong  voice  in  the  health  system  reform  debate. 
Your  president,  president-elect  and  board  chair- 
man, along  with  key  staff,  have  accessibility  and 
credibility  with  our  Congressional  Delegation  in 
Washington.  Their  input  to  these  congressmen 
and  senators  should  help  in  the  health  system 
reform  debate. 

Your  full-time  SCMA  staff  continues  to  work 
to  assure  that  the  House  of  Delegates  functions 
is  a completely  repre.sentative  body  for  our  mem- 
bership. As  we  review  our  progress,  we  again 
owe  a debt  of  gratitude  to  our  hardworking  Chief 
Executive  Officer,  Bill  Mahon,  and  his  staff  who 
serve  us  so  well.  Without  the  hard  work  and  ded- 
ication of  these  men  and  women,  we  would  not 
have  the  efficient,  successful  organization  that 
we  have.  When  you  see  them  at  this  meeting,  1 
encourage  you  to  please  thank  them  for  all  they 
do  for  us. 

Our  delegates  from  county  societies,  special- 
ty groups,  students,  residents  and  academia  are 
very  cpable  and  have  brought  a wide  variety  of 
views  and  opinions  that  will  have  a significant 
impact  on  medical  policy  and  practice  in  South 
Carolina.  As  we  enter  this  tumultous  period  of 
health  system  reform,  we  cannot  permit  disuni- 
ty in  our  state's  House  of  Medicine.  The  SCMA 
House  of  Delegates  is  the  forum  to  present  our 
individual  and  collective  viewpoints  forward  as 
resolutions  for  debate  in  reference  committees 
and  on  the  house  floor. 

Our  decisions  should  be  based  on  sound  anal- 
ysis of  these  issues  and  consequences,  ever  mind- 
ful that  the  decisions  we  make  will  impact 
patients  and  physicians  in  South  Carolina.  I am 
proud  to  be  a member  of  the  SCMA  and  South 
Carolina's  House  of  Delegates.  Thank  you  again 
for  letting  me  serve. 

Roger  A.  Gaddy,  MD 

Speaker  of  the  House 
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TRUSTEE,  EIRST  MEDICAL  DISTRICT 

Again,  it  has  been  most  rewarding  to  serve  as 
rural  trustee  I'roni  the  Eirst  Medical  District  to  the 
South  Carolina  Medical  Association.  It  is  a plea- 
sure working  with  the  officers  and  our  staff,  espe- 
cially Bill  Mahon  and  Barbara  Whittaker,  as  they 
are  so  enthusiastic  and  so  knowledgeable  and 
well-versed  in  their  field  of  expertise. 

The  Colleton  County  area  has  been  very  active 
with  the  Physicians  Care  Network.  There  was 
what  was  felt  to  be  a first  time  ever  meeting 
between  physicians,  hospital  administrators  and 
industi7  in  Walterboro.  This  occuned  in  Septem- 
ber of  1993  when  Bill  Mahon  and  Bill  Snellgrove 
came  to  Walterboro  and  met  with  approximate- 
ly 10  different  industries  along  with  hospital 
administrators  and  different  physicians.  Even 
though  the  Physicians  Care  Network  at  this  time 
cannot  reasonably  target  an  area  such  as  Colleton 
County  in  which  to  plant  its  roots,  I feel  that 
much  helpful  information  came  out  of  the  meet- 
ing as  to  the  future  management  of  the  Physicians 
Care  Network  and  the  direction  it  was  going  to 
take.  Also  out  of  the  meeting  there  has  come 
much  more  communication  between  physicians 
and  industry  in  Walterboro,  and  I feel  that  this 
will  be  helpful  when  the  Physicians  Care  Net- 
work is  able  to  move  into  areas  such  as  Colleton 
County. 

Again,  1 look  forward  to  working  with  you  dur- 
ing the  upcoming  year.  I remain  open  to  any  com- 
ments and  input  from  any  of  my  constituents. 

John  B.  Johnston,  Ml) 

Trustee,  Eirst  Medical  District 

TRUSTEE,  SECOND  MEDICAL  DIS- 
TRICT 

This  past  year  has  been  a very  anxious  one  for 
all  of  us  in  the  medical  profession.  Whether  or 
not  there  is  a true  health  care  crisis,  the  nation- 
al administration  appears  determined  to  change 
the  way  medical  care  is  accessed  and  paid  for. 
They  want  universal  coverage,  but  at  a sub- 
stantially reduced  cost.  The  medical  care  in  the 
United  States  is  of  the  highest  quality  in  the 
world.  Eor  the  Administration  to  accomplish  its 
goal  and  maintain  the  present  level  of  quality  will 
be  extremely  difficult  if  not  possible. 


It  is  our  responsibility  as  physicians  to  do  all 
we  can  to  maintain  this  quality  of  care.  We  can 
hope  to  be  successful  only  if  we  speak  with  one 
voice.  The  need  for  all  of  us  to  be  part  of  orga- 
nized medicine  and  to  effectively  work  for  the 
good  of  the  entire  profession,  not  just  for  our  indi- 
vidual needs  or  those  of  our  specialty  or  sub- 
specialty, has  never  been  greater.  Politicians  and 
policy  makers  listen  to  numbers,  so  please  join 
your  local,  state  and  national  organizations  and 
help  to  further  strengthen  our  innuence. 

Dr.  J.  D.  Whitehead  was  recently  elected  to  the 
State  Boru  d of  Medical  Examiners.  Let  me  assure 
you  that  his  competence,  integrity,  and  fair- 
mindedness  are  of  the  highest  caliber.  I would 
like  to  thank  all  of  you  who  participated  in  this 
election.  The  State  Board  of  Medical  Examin- 
ers is  one  of  the  most  important  positions  a physi- 
cian can  hold  in  this  state.  When  a seat  becomes 
available  on  this  board  or  on  the  Disciplinary 
Commission,  please  become  involved  and 
encourage  and  support  physicians  you  feel  will 
serve  with  dedication,  compassion  and  fairness. 

1 have  observed  recently  a good  deal  of  fear  and 
near  panic  in  many  members  of  our  profession 
regarding  the  future.  At  this  time  no  one  knows 
for  sure  what  the  future  holds  for  medicine.  I 
would  caution  you  to  please  read  all  contracts 
carefully  and  give  serious  consideration  to  the 
long  term  consequences  before  making  a com- 
mitment you  may  later  regret. 

Having  said  this,  I do  recommend  that  all  of 
you  join  the  Physicians  Care  Network,  organized 
by  the  SCMA,  and  encourage  your  hospital  to 
join  as  well.  This  plan  is  ran  and  controlled  by 
physicians.  The  key  to  its  success  will  be  the 
numbers  of  physicians  and  hospitals  participat- 
ing - making  it  marketable  to  the  business  com- 
munity. A successful  PCN  will  allow  the  physi- 
cians in  this  state  to  be  definite  players  in 
whatever  changes  the  future  may  bring  to  the 
health  care  system. 

Thank  you  for  allowing  me  to  serve  on  the 
SCMA  Board  of  Trustees  and  1 look  forward  to 
further  service  in  the  future. 

Bryan  L.  Walker,  MD 

Trustee,  Second  Medical  District 
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Forces  ofdivision  have  been  pulling  at  the  indi- 
vidual eomiminilies  in  the  third  district.  The 
threat  of  an  upstate  conglonierale  of  large  teach- 
ing hospitals  raised  the  anxiety  level  ol'all  doc- 
tors in  the  area.  It  is  loo  early  to  tell  if  the  t'all- 
oLil  I'roin  this  early  attempt  at  incorporation  will 
result  in  better  relations  between  coniiminities 
or  will  drive  them  apart.  The  ill  feelings  gener- 
ated underlined  the  degree  to  which  we  have 
been  divided  by  the  forces  aligned  against  us  and 
lends  urgency  to  the  development  of  a united 
physician  organization  that  can  deal  and  contract 
with  the  many  groups  that  are  currently  frag- 
menting us. 

The  Physicians  Care  Network  has  made  sig- 
nificant progress  in  signing  up  SCMA  members 
in  our  district.  We  have  not  been  as  successful 
in  getting  the  local  hospitals  to  cooperate  with 
us.  We  continue  to  try  to  persuade  the  adminis- 
trators of  our  hospitals  to  come  to  terms  with  the 
network  so  we  can  get  our  own  managed  care 
plan  up  and  running.  For  better  or  worse  we  have 
tied  the  future  credibility  of  the  SCMA  to  the  suc- 
cess or  failure  of  the  network.  The  organization 
needs  to  position  itself  to  rapidly  adapt  to  the 
changing  needs  of  each  of  the  players:  patients, 
businesses,  hospitals,  as  well  as  physicians. 

The  third  Congressional  District  will  have  to 
elect  another  Congressman  after  the  recently 
announced  retirement  of  Butler  Demck.  The  his- 
tory of  this  district  is  to  keep  our  Congressmen 
for  long  stretches  making  it  doubly  important  to 
go  all  out  to  elect  a man  who  is  knowledgeable 
about  medicine  and  the  problems  produced  with 
attempted  changes  in  the  system. 

George  P.  Cone,  Jr.,  MD 
Trustee,  Third  Medical  District 

TRUSTEE,  FOURTH  MEDICAL  DISTRICT 

I would  like  to  take  this  opportunity  to  express 
my  appreciation  to  the  physicians  of  the 
Greenville  area  for  allowing  me  to  serve  as  their 
Trustee  for  the  past  eight  years.  It  is  with  a sense 
of  combined  satisfaction  and  regret  that  I come 
to  the  term  limit  for  this  office. 

There  have  been  many  important  events  that 
have  occurred  during  these  eight  years;  howev- 


er, I personally  believe  none  have  been  more 
important  that  the  formation  this  year  of  the  Physi- 
cians Care  Network,  the  SCMA’s  own  managed 
care  model.  The  PC'N  allows  a physician-oriented 
company  to  compete  directly  for  health  provider 
contracts  and  I believe  has  tremendous  potential 
to  benelit  the  citizens  of  South  Carolina  as  well 
as  offer  the  physicians  of  the  SCMA  significant 
input  into  the  managed  care  market. 

The  Greenville  County  Medical  Society  insti- 
gated mini-internships  for  eight  local  business 
leaders  this  year  who  spent  two  days  with  a num- 
ber of  local  physicians,  thereby  broadening  the 
business  leaders’  knowledge  of  the  day-to-day 
complexities  of  medicine.  This  internship  will 
be  continued  in  1 994.  The  first  meeting  of  1 994 
also  was  graced  with  the  American  Medical 
Association  (AM A)  Secretary  Treasurer,  Dr. 
Nancy  Dickey,  who  made  an  excellent  presen- 
tation outlining  the  AMA’s  current  efforts. 

In  concluding  my  final  report  as  trustee,  1 would 
like  to  personally  thank  Dr.  Don  Kilgore  for  his 
help  and  support  during  my  tenure.  Also,  thanks 
to  Bill  Mahon,  Barbara  Whittaker,  Steve 
Williams,  and  Jan  McKellar  of  the  SCMA  office. 
For  our  local  Greenville  Medical  Society.  Ms. 
Cathy  Gardner  was  also  there  and  helpful  when 
1 needed  her. 

James  B.  Page,  MD 

Trustee,  Fourth  Medical  District 

(Metropolitan) 

TRUSTEE,  FIFTH  MEDICAL  DISTRICT 

It  has  been  a pleasure  and  privilege  to  serve  as 
the  trustee  from  the  Fifth  Medical  District  of  the 
South  Cai'olina Medical  Association  (SCMA)  for 
the  past  year.  During  the  past  year,  I have  been 
able  to  attend  all  board  meetings  except  the  one 
held  this  past  January.  In  March.  I spoke  to  the 
medical  society  of  Chester  County  where,  again, 
the  concerns  of  rural  medical  practice  dominat- 
ed the  discussion.  In  spite  of  the  political  rhetoric 
from  the  federal  government  on  encouraging 
rural  medical  care  and  practice,  reimbursement 
policies  and  procedures  continue  to  discriminate 
against  rural  physicians. 

In  September.  I attended  the  13th  Annual 
Trustees,  Administrators  and  Physicians  (TAP) 
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held  in  Hilton  Head.  The  theme  of  the  eon- 
ferenee  dealt  with  meeting  ehallenges  of  the 
rapidly  ehanging  health  eare  delivery  envi- 
ronment, and  the  types  of  networks  that  we 
might  anticipate  will  be  formed  in  South  Car- 
olina should  the  major  proposals  of  health  eare 
reform  be  passed.  The  integration  of  health 
care  delivery  and  the  formation  of  networks 
(“alliances”)  is  being  driven  by  government 
intervention  in  health  care,  the  managed  care 
revolution,  competitive  factors  between  insur- 
ers, providers,  and  hospitals  and  health  care 
consumers.  Statistics  show  that  consumers  can 
be  persuaded  to  change  health  plans  if  they  can 
achieve  a five  percent  or  greater  cost  savings.  The 
South  Carolina  health  care  market  is  passing 
from  the  traditional  unstructured  environment, 
through  the  loose  framework  phase  of  Health 
Maintenance  Organizations  ( HMOs)  or  Prefened 
Provider  Organizations  (PPOs)  and  into  the  con- 
solidation phase  wherein  networks  are  estab- 
lished by  hospitals  through  buyouts  of  primary 
care  physician  practices.  We  see  this  most  rapid- 
ly developing  in  this  part  of  South  Carolina  adja- 
cent to  Charlotte,  North  Carolina,  where  the 
major  Charlotte  hospitals  are  not  only  buying 
practices  in  Charlotte  but  also  in  York  County  as 
well.  Similar  changes  are  occurring  in  the  Mid- 
lands and  the  Upper  State  areas  as  well  as  in 
Charleston.  Moreover.  Kaiser  Permanente  has 
just  announced  a $50  million  dollar  expansion 
of  its  Charlotte  operation,  which  will  double  its 
current  size.  Where  fee-for-service  medicine, 
solo  practice  and  rural  medical  practice  will  fit 
into  such  networks  remains  to  be  seen  or  even 
explained.  Our  Physicians  Care  Network  may  be 
one  of  the  few  defenses  against  complete  dom- 
ination of  medical  care  by  mega-corporations. 

On  a national  level,  the  Clinton  health  care  pro- 
posal seems  destined  for  extensive  modification 
by  the  Congress.  This  is  probably  a mixed  bless- 
ing since  Congress  likes  to  micromanage  many 
programs  through  its  legislative  power.  How  the 
system  will  be  paid  for  and  who  will  pay  cer- 
tainly have  not  been  explained  to  anyone’s  sat- 
isfaction, but  it  is  clear  that  the  Clinton  numbers 
do  not  add  up.  It  seems  likely  that  some  portions 
of  health  system  reform  will  pass  this  year  but 


the  entire  plan  probably  will  not.  In  South  Car- 
olina, the  legislature  has  essentially  adopted  a 
wait  and  see  position  with  regards  to  health  sys- 
tem reform,  at  least  until  we  have  some  sort  of 
federal  legislation  to  view. 

1 continue  to  be  a strong  believer  in  physician 
participation  in  the  political  process  and  encour- 
age all  of  my  fellow  medical  society  members 
to  communicate  frequently  with  their  local,  state 
and  federal  representatives.  We  can  have  sig- 
nificant impact  on  health  care  legislation,  but 
only  if  we  make  our  voices  heard  individually  as 
well  as  collectively. 

1 appreciate  the  support  of  my  fellow  physicians 
from  Lancaster,  York.  Eairfield,  Chester,  and 
Kershaw  counties  and  look  forward  to  repre- 
senting them  on  the  Board  of  Trustees  for  the 
coming  year. 

R.  Duren  Johnson,  MD 

Trustee  Eifth  District 

TRUSTEE,  EIGHTH  MEDICAL  DIS- 
TRICT 

STOP 

The  erosion  of  physician  solidarity. 
SUPPORT 
High  quality  care. 

SECURE 

The  rights  of  our  patients. 

STAGNATE 

The  efforts  of  those  who  create  mediocrity  in 
health  care. 

SAVOR 

The  satisfaction  of  knowing  you  did  your  best. 
Dallas  W Lovelace,  III,  MD 
Trustee.  Eighth  Medical  District 

TRUSTEE,  NINTH  MEDICAL  DISTRICT 

This  report  marks  the  conclusion  of  my  fifth 
year  as  Trustee  of  the  Ninth  Medical  District.  I 
wish  to  express  my  appreciation  to  the  members 
of  my  district  for  allowing  me  the  opportunity  of 
continuing  to  serve  in  this  capacity. 

In  attendance  at  every  board  meeting,  the  Eall 
Retreat,  and  the  Annual  Meeting,  1 have  partic- 
ipated in  the  discussion  and  decisions  so  impor- 
tant in  determining  the  future  of  the  practice  of 
medicine,  at  least  so  far  as  physicians  are  allowed 
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these  days  any  input  into  the  Intiire  oftlie  pro-  IMMEDIATE  PAST  PRESIDEN'I' 


fession.  I have  tried  to  maintain  a sense  ol' rea- 
son in  tlie  faee  ol'tlie  great  eynieism  and  skep- 
tieism  enshrouding  the  entire  medieal  prol’ession 
at  this  time. 

In  my  distriet,  sometliing  great  lias  taken  shape 
in  tlie  I'orm  of  St.  Luke’s  Free  Clinie.  Through 
the  tireless  elTorts  of  my  eharitahle  eolleagues. 
this  highly  sueeessful  eommunity  resouree  has 
risen  in  the  poor  eommunity  as  a monument  to 
what  is  good  within  our  profession. 

The  big  news  story  of  the  year  in  the  ninth  dis- 
trict regarding  health  care  is  the  ongoing  saga  of 
hospital  mergers.  No  matter  how  the  story 
resolves  itself,  the  process  has  demonstrated  that 
physicians,  hospitals  and  others  involved  can 
work  together  for  the  large  good  of  the  com- 
munity as  well  as  the  good  of  the  individuals. 

Although  the  issue  of  health  system  reform 
dwarfs  all  other  topics  related  to  health  care,  the 
SCMA  and  its  Board  of  Trustees  has  not  given 
in  to  the  hysteria.  Important  decisions  and 
advances  continue  to  drive  the  force  behind  this 
organization  as  the  work  goes  on.  1 look  forward 
to  continued  participation  in  the  process. 

Ccu'ol  S.  Nichols,  MD 
Trustee,  Ninth  Medical  District 


'Fhis  Annual  Meeting  brings  to  a close  my  many 
years  of  participation  in  this  association  on  the 
board  level.  1 first  began  as  Councilor  to  the  First 
District,  later  serving  as  a commissioner,  then  as 
treasurer,  followed  by  positions  as  secretary,  pres- 
ident-elect. president,  and  past  president.  In  the 
past,  there  has  been  some  criticism  on  the  part 
of  our  members  that  there  was  too  little  partic- 
ipation of  younger  physicians.  The  reason  given 
is  that  there  is  a lack  of  available  officers'  slots. 
Fast  Presidents  tended  to  stay  on  as  delegates  or 
alternates  to  the  American  Medical  Association. 
Fortunately,  that  is  changing.  1 am  electing  to  step 
aside,  having  thoroughly  enjoyed  my  service  to 
this  association,  in  order  to  allow  younger  voic- 
es to  be  better  heard.  In  this  time  of  health  sys- 
tem reform,  we  need  their  input.  I look  forward 
to  further  service  on  the  various  committees  on 
which  1 serve. 

God  bless  this  House  of  Delegates,  and  a sin- 
cere “thank  you”  for  allowing  me  to  serve. 
Bartolo  M.  Barone,  MD 
Immediate  Past  President 
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THK  CONSrnUTION  AM)  BYLAWS 
COMMITTEE 

The  Constitution  and  Bylaws  Committee  rec- 
ommends to  the  House  of  Delegates  that  the  fol- 
lowing amendment  to  the  bylaws  be  considered 
for  adoption. 

5.131  PARLIAMENTARY  PROCEDURE. 
The  deliberions  of  this  Association  shall 
be  governed  by  parliamentary  usage,  as 
contained  in  the  latest  edition  oi'SUfr^is' 
StofhUmI  Cotio  oj  ParliafHOHtury  Pro 
i Lkivis  ’ Rules  <tf  Onlvr  u hen  not 
in  conflict  with  the  Constitution  and 
Bylaws. 

This  recommendation  results  from  a request  by 
the  House  of  Delegates  at  the  1 993  Annual  Meet- 
ing that  the  committee  consider  this  change. 

William  H.  Hester,  ML) 
Chairman 

CONTINUING  MEDICAL  EDUC.ATION 
COMMITTEE 

The  SCMA  CME  Committee  has  continued  its 
accreditation  activities  over  the  past  year.  Thus 
far,  we  have  accredited  or  reaccredited  four  hos- 
pitals around  the  state,  bringing  the  total  num- 
ber to  1 6 that  have  been  accredited  for  Catego- 
ry 1 CME  educational  activities.  The  committee 
has  also  been  very  active  in  pursuing  new'  hos- 
pitals to  accredit  for  CME  activities.  Our  staff 
coordinator  has  been  vital  in  this  role  of  coor- 
dinating all  of  the  activities,  and  the  committee 
members  are  most  appreciative  of  the  tremen- 
dous job  that  she  does. 

As  chairman,  I am  very  satisfied  with  activi- 
ties of  the  CME  Committee.  We  have  also  been 
very  involved  with  preparing  for  the  Annual 
Meeting  in  its  new  format.  The  format,  having 
been  reduced  to  three  days  from  its  previous  four, 
reduced  the  amount  of  CME  that  was  available 
for  physicians  attending  the  Annual  Meeting. 
Last  year  the  evaluations  and  comments  from  the 
participants  reflected  the  ongoing  quality  of  the 
Scientific  Assembly.  The  CME  Committee  is  to 
be  commended  for  putting  together  a program 
which  meets  the  needs  of  the  physicians  in  the 


state.  The  1994  meeting  hopefully  will  prove  to 
be  a similar  success. 

At  the  end  of  April,  1 will  step  down  as  SCMA 
CME  Committee  Chairman  and  Dr.  Jim  Haynes 
from  Columbia  will  assume  committee  chair- 
manship. I wish  to  express  my  appreciation  to  the 
SCMA  for  giving  me  the  opportunity  to  work 
with  a fine  staff  and  wonderful  committee  mem- 
bers. 1 also  wish  to  express  my  appreciation  to 
all  of  those  individuals  for  their  hard  work  this 
past  year. 

Gerard  C.  Jehaily,  MD 
Chairman 

THE  MATERNAL,  INEAM  AND  CHILD 
HEALTH  COMMITTEE 

Our  committee  continues  to  provide  input  to  the 
Department  of  Health  and  Environmental  Con- 
trol (DHEC).  the  Health  and  Human  Services 
Einance  Commission  (HHSEC),  the  Maternal, 
Infant  and  Child  Health  Council  in  the  Go\  emor's 
Office  and  the  SCMA  Boaid  of  Tiiistees  on  issues 
pertaining  to  maternal,  infant  and  child  health. 

Last  year,  the  Governor’s  Matemal.  Infant  and 
Child  Health  Council  requested  that  the  SCMA 
Maternal.  Infant  and  Child  Health  Committee 
become  the  lead  agency  on  several  issues  per- 
taining to  the  substance-abusing  pregnant 
woman.  One  of  the  tasks  included  in  this  effort 
was  the  development  of  a substance  abuse  his- 
tory fonn  that  is  to  be  used  to  better  identify  pos- 
sible abuse  among  expectant  mothers.  The  com- 
mittee worked  with  the  Governor's  Council  to 
develop  uniform  criteria  to  identify  the  medically 
fragile  infant,  to  ensure  appropriate  transition 
from  NICE  inpatient  to  outpatient  systems  of 
care,  and  to  establish  appropriate  providers  of  the 
specialized  care  needed  for  the  follow-up  care 
of  the  medically  fragile  infant. 

At  the  request  of  the  Physicians  Care  Netw  ork, 
the  committee  has  begun  to  develop  NICE 
review  criteria  for  use  by  the  Physicians  Care 
Netw  ork  Utilization  Review  and  Quality  Assur- 
ance Committee. 

The  Matemal,  Infant  and  Child  Health  Com- 
mittee's continuing  interest  in  reviewing  all  mater- 
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nal  dcallis  in  Soiilh  Carolina  has  led  the  cominitlce 
lo  investigate  the  avenues  by  whieh  maternal 
deaths  are  reported.  Beeairse  not  all  maternal 
deaths  are  reeognized  as  siieh,  and  are,  therel'ore, 
not  reported  as  maternal  deaths,  the  eommittce, 
along  with  DHliC,  has  begun  to  develop  eriteria 
Ibr  better  determining  a maternal  death. 

Other  issues  Tor  diseussion  and  study  Tor  our 
eommittee  were  the  statisties  Tor  inl'ant  mortal- 
ity rates  and  Tor  prenatal  eare  as  eompiled  by 
DHEC.  The  eommittee  al.so  studied  the  results  oT 
the  study  eondueted  by  the  Kids  Count  Coalition. 
Ralph  F.  Principe,  MI) 
Co-Chairman 
Dilip  M.  Purohit,  Ml) 
Co-Chairman 

THE  MEDIATION  COMMITTEE 

The  Mediation  Committee  eontinued  to  reeeive 
a relatively  low  number  oT  complaints  between 
May,  1993  and  March,  1994.  The  committee 
notes  that  an  increasing  number  oT  complaints 
are  now  being  processed  by  the  grievance  com- 
mittees oT  various  county  medical  societies. 

Twenty  complaints  were  received  by  the  com- 
mittee between  April,  1993  and  March,  1994.  OT 
this  number,  12  were  ret'erred  to  the  appropriate 
local  medical  society  where  the  complaints  were 
handled  to  conclusion.  The  remainder  oT  the 
complaints  were  handled  by  SCMA  staTT. 

1 wish  to  thank  the  members  and  SCMA  staTT 
Tor  their  support  this  year. 

Albert  G.  LeRoy,  Jr.,  MD 
Chairman 

THE  MEDICAL  ASPECTS  OF  SPORTS 
COMMITTEE 

The  Medical  Aspects  oT  Sports  Committee  met 
quarterly  in  1993.  The  committee  addressed 
many  issues  throughout  the  year. 

The  safety  of  athletes  of  all  ages  has  been  the 
primary  eoncem  of  the  eommittee.  The  com- 
mittee continues  to  examine  methods  to  stan- 
dardize Injury  Communication  and  Prepartici- 
pation Health  Assessment  forms.  A pilot  study 
of  the  Injury  Communication  forms  was  con- 
ducted in  Charleston,  Gaffney,  Lexington, 
Seneca,  and  Columbia,  with  the  results  indicat- 


ing the  effeclivcncss  of  the  form  when  employed. 
The  committee  strives  to  implement  the  utiliza- 
tion of  this  form  statewide.  In  addition,  ideas  have 
been  explored  to  heighten  parental  awareness 
concerning  a Prepailicipation  Health  Assessment 
as  it  relates  to  the  student’s  overall  health. 

The  Annual  Sports  Medicine  Seminar  was  held 
on  April  24,  1993  in  conjunction  with  the  Annu- 
al Meeting  of  the  SCMA.  The  seminar’s  topic 
was  “Sports  Medicine  Injury  Prevention.”  Pro- 
gram speakers  included  William  F.  Riner,  PhD; 
Lawrence  J.  Lemak,  MT3;  David  Adams,  MS, 
ATC;  Richard  T3.  Gardner,  MD;  and  Frederick 
Hoover.  The  program  was  well  received  by  those 
in  attendance. 

This  year’s  1994  Annual  Meeting  program  is 
entitled  “High  School  Athletic  Issues:  Prepar- 
ticipation Physicals  and  Blood  Borne 
Pathogens.”  The  meeting  has  been  planned  by 
Drs.  Samuel  Stone  and  Donald  McQueen.  A 
broad  range  of  speakers  addressing  various  top- 
ics will  conduct  the  seminar. 

The  role  and  purpose  of  this  committee  has 
been  and  continues  to  be  collecting  and  devel- 
oping pertinent  information  regarding  the  pre- 
vention and  treatment  of  athletic  injuries  in  South 
Carolina  and  disseminating  this  information  to 
those  responsible  for  administering  athletic  pro- 
grams in  the  state. 

Richard  W.  Ward,  MD 

Chairman 

THE  MEDICAL  ETHICS  COMMITTEE 

The  SCMA  Medical  Ethics  Committee  con- 
tinues to  be  extremely  active  as  the  health  sys- 
tem reform  movement  raises  more  and  more 
questions  about  medical  ethics  and  the  role  of  the 
physician  in  the  health  care  system.  The  com- 
mittee continues  to  receive  welcome  support 
from  our  PhD  consultants.  The  committee  was 
saddened  to  lose  Nora  Bell,  PhD,  who  left  her 
position  as  Chairman  of  the  Philosophy  Depart- 
ment at  the  University  of  South  Carolina  to 
accept  a position  at  North  Texas  State  Univer- 
sity. The  committee  has  welcomed  two  new  con- 
sultants, Mary  Faith  Marshall,  PhD,  of  the  Med- 
ical University  of  South  Carolina,  and  James  A. 
Keller,  PhD,  of  Wofford  College.  They  serve 
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along  with  veterans  Douglas  MacDonald,  PhD, 
Stuart  Sprague,  PhD,  and  Bert  Keller,  PhD. 

The  committee  devoted  the  summer  and  fall  of 
1993  to  developing  a position  statement  conceniing 
the  definition  and  withholding  of  ineffective  treat- 
ment in  hospital  settings.  The  committee  also 
developed  a statement  and  suggested  an  imple- 
mentation policy  for  guidelines  relating  to  Do  Not 
Resuscitate  Orders  . These  statements  were  pre- 
sented to  the  SCM  A Boiird  of  Tmstees  for  approval 
in  November,  1993.  The  SCM  A board  adopted 
both  statements  as  SCM  A policy  and  moved  to 
form  a committee  with  the  South  Carolina  Hos- 
pital Association  to  explore  implementation  of  the 
policies  statewide  at  all  hospitals. 

The  committee  held  its  annual  retreat  in  Eebru- 
ary,  1994.  We  were  honored  to  have  as  our  guest 
John  Glasson,  MD,  Chairman  of  the  Council  on 
Ethical  and  Judicial  Affairs  of  the  American  Med- 
ical Association.  The  committee  spent  three  days 
discussing  the  ethical  implications  of  managed 
health  care,  from  the  perspectives  of  managed 
care's  likely  impact  on  the  physician-patient  rela- 
tionship, its  impact  on  the  roles  of  physicians  under 
\ arious  health  care  systems,  and  the  impact  on  the 
ethical  duties  physicians  owe  each  other.  The  work 
from  the  retreat  will  .serve  as  the  basis  for  the  com- 
mittee's workshop  to  be  held  at  the  1994  Annual 
Meeting  of  the  SCM  A House  of  Delegates. 

In  the  future,  the  committee  will  strive  to  be  a 
resource  for  hospitals  and  local  medical  societies 
desiring  to  establish  or  enhance  their  ethics  com- 
mittees. The  committee  appreciates  the  support 
it  has  received  from  the  SCM  A Board  of  Trustees 
and  the  input  it  has  received  from  various  mem- 
bers of  the  SCMA  who  have  raised  suggestions 
for  future  discussions. 

Charles  R.  Duncan,  Jr.,  MD 

Chairman 


THE  MEMORIAL  COMMITTEE 

During  this  time  of  year  we  convene  here  in 
Charleston  for  our  Annual  Meeting.  It’s  a time 
of  education,  legislation  and  a time  to  renew  old 
acquaintances.  It  is  also  a time  of  paying  our 
respects  to  those  who  are  no  longer  in  our  midst. 
During  the  last  year  we  have  lost  several  physi- 


cians who  have  made  contributions  to  their  fam- 
ilies, their  communities  and  to  the  medical  field. 
It  seems  only  right  that  we,  the  members  of  the 
South  Carolina  Medical  Association,  take  a 
moment  from  these  proceedings  to  recognize 
those  physicians  and  to  pay  honor  to  their  mem- 
ories and  to  their  families. 

After  the  following  names  have  been  read,  we 
will  stand  for  a moment  of  silence,  out  of  respect 
for  their  memories:  James  Allen,  MD,  Elorence; 
William  T.  Barron.  MD,  Columbia;  David  W. 
Baxley,  MD,  Charleston;  H.  Cooper  Black,  MD, 
Columbia;  Lucius  M.  Cline,  Jr.,  MD,  Greenville; 
George  R.  Dawson,  Jr.,  MD,  Elorence;  Lanford 
H.  DeGeneres,  MD,  Columbia;  Elbert  O. 
DeVore,  MD.  Honea  Path;  Donald  K.  Dudder- 
ar,  MD.  Orangeburg;  Carey  T.  DuRant,  MD, 
Myrtle  Beach;  William  W.  Edwards.  MD, 
Abbeville;  Gaines  W.  Hammond,  Sr.,  MD,  Spar- 
tanburg; Richard  W.  Hanckel,  Jr.,  MD,  Elorence; 
Samuel  H.  Huff,  Jr..  MD,  Anderson;  William  P. 
Kay.  Jr..  MD,  Belton;  Susan  P.  Kuhlen,  MD. 
Columbia;  John  N.  Marquis,  MD,  Darlington; 
Mitz  Martin.  MD,  Greenville;  Hunter  W.  May. 
MD.  Greenwood;  Charles  S.  McCants,  MD. 
Winnsboro;  Erancis  R.  Price,  Jr.,  MD,  James 
Island;  Harry  C.  Tiller,  MD.  Georgetown;  and 
William  Weston,  Jr.,  MD,  Columbia. 

Samuel  R.  Stone,  MD 

Chairman 

THE  OCCUPATIONAL  MEDICINE 
COMMITTEE 

The  SCMA  Committee  on  Occupational  Medicine 
held  qiuirterly  meetings  during  1 993.  Many  hours 
were  committed  by  all  members  of  the  committee 
to  evaluating  the  use  of  a Relative  Value  Unit  Scale 
(RVU ) to  standardize  the  fee  schedule. 

The  South  Carolina  Workers'  Compensation 
Commission  (SCWCC)  asked  that  the  commit- 
tee establish  a more  rational,  logical  way  to  set 
levels  of  fees.  The  SCWCC  explained  that  the 
current  fee  schedule  was  under  close  scrutiny 
because  of  the  way  fees  are  set  (doctors  recom- 
mending fees  for  doctors).  A task  force  was 
formed  by  the  SCWCC.  This  committee  was  rep- 
resented by  three  physicians.  The  final  recom- 
mendation of  the  task  force  was  to  go  to  the 
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Resource-Based  Relative  Value  System 
( RBRVS)  multiplied  by  a $52  eonversioii  I'aetor 
with  annual  updates  therealter.  The  SC’MA 
Board  oi  rrustees  has  supported  this  move. 

Physicians'  fees  which  seemed  inappropriate 
to  the  Medical  Department  ofthe  Industrial  Com- 
mission were  rex  iewed  at  each  meeting,  and  ree- 
ommendations  were  made  to  the  commission  on 
an  individual  basis. 

riie  guidelines  lor  the  Physical  Medicine  and 
Ol'fiee  Visit  modalities  were  changed,  and  insurance 
companies  and  physicians  were  notified  in  a com- 
munication mailout  in  the  spring  of  1 993.  Changes 
were  also  published  in  the  SCMA  newsletter. 

The  SCMA  staff  continues  to  collect  a list  of 
physicians  willing  to  treat  Workers'  Compen- 
sation patients.  The  SCWCC  held  its  15th  annu- 
al Workers'  Compensation  Medical  Seminar, 
March  11-13,  1994,  at  the  Mills  House, 
Charleston,  South  Carolina.  1 hope  all  physicians 
were  able  to  attend  this  meeting. 

Members  ofthe  Occupational  Medicine  Com- 
mittee and  the  SCWCC  arc  always  available  to 
participate  in  a panel  discussion  during  an  SCMA 
Annual  Meeting  or  to  speak  at  county  medical 
society  meetings. 

In  summary,  1 993  was  a very  busy  year  for  the 
committee  in  fulfilling  its  role  as  liaison  between 
the  South  Carolina  Medical  Association  and  the 
South  Carolina  Workers'  Compensation  Com- 
mission, as  well  as  a resource  group  to  the  com- 
mission as  it  attempts  to  fairly  administer  the 
Workers'  Compensation  Law  of  the  state  of 
South  Carolina. 

I would  like  to  thank  all  committee  members, 
SCMA  staff  and  SCWCC  staff  for  their  hard 
work  this  past  year. 

Marion  F.  McFarland,  III,  MD 
Chairman 

THE  PHYSICIANS’  ADVOCACY  AND 
ASSISTANCE  COMMITTEE 

The  PA  AC  again  has  had  an  active  and  pro- 
ductive year.  We  presently  have  over  50  physi- 
cians under  contract  and  this  again  represents  an 
increase  over  previous  years.  We  continue  to 
work  closely  with  the  State  Board  of  Medical 
Examiners  and  at  the  present  time  a contract  with 


our  committee  is  part  of  all  consent  orders  hand- 
ed down  dealing  with  physician  impairment.  We 
look  to  the  state  legislative  reorganization  as  an 
opportunity  to  form  a closer  working  relation- 
ship. We  look  forward  to  working  with  the  new 
Executive  Director,  Mr.  Henry  D.  Poster,  .Ir.,  and 
have  contacted  him  in  order  to  introduce  our 
committee  and  its  charge  and  goals  as  set  down 
by  the  South  Carolina  Medical  Association. 

During  this  last  year  our  committee,  along  with 
the  Office  of  Alcohol  and  Drug  Studies  in  the 
Department  of  Neuropsychiatry  and  Behavioral 
Science  at  the  University  of  South  Carolina,  pre- 
sented a two-day  workshop  entitled,  “Protecting 
Your  Medical  Practice."  This  workshop  was 
designed  to  inform  and  educate  physicians  as  to 
the  present  state  and  federal  laws  regarding  pre- 
scription drtjg  dispensing.  It  also  sought  to  inform 
and  educate  them  on  current  topics  dealing  with 
physician  impairment  and  recovery.  This  meet- 
ing was  well-attended  and  the  overall  response 
was  quite  positive.  We  plan  to  present  a similar 
meeting  in  the  coming  year.  The  regional  teams 
continue  to  be  active  working  with  their  local 
hospitals,  medical  societies,  and  physicians. 
There  are  active  physician  Caduceus  groups  in 
Greenville,  Spartanburg,  Columbia,  Marion, 
Charleston  and  Aiken. 

Our  committee  is  grateful  for  the  SCMA's  con- 
tinuing support.  We  look  forward  to  expanding 
our  role  and  relationship  with  the  State  Board  of 
Medical  Examiners  in  the  coming  years.  1 wish 
to  thank  the  Board  of  Trustees,  committee  mem- 
bers, SCMA  staff  and  the  JUA  for  their  support 
and  work  during  the  past  years. 

Janies  R.  Wells,  MD 

Chairman 

THE  PRIMARY  CARE/MEDICAID  AND 
INDIGENT  CARE  COMMITTEE 

Our  committee  did  not  meet  as  often  as  usual 
this  past  year  because  Medicaid  issues  have  been 
of  such  significance  that  the  SCMA  Board  of 
Trustees  has  dealt  directly  with  the  Health  and 
Human  Services  Finance  Commission,  the  gov- 
ernor, and  various  specialty  societies. 

At  our  September,  1993  meeting,  we  request- 
ed information  from  the  Finance  Commission 
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statT  regarding  the  Medieal  University  of  South 
Carolin  (MUSC)  Managed  Medieaid  proposal 
and  the  governor’s  plans  for  a Health  Care 
Einance  Administration  (HCEA)  waiver  to 
implement  a statewide  managed  Medieaid  pro- 
gram. We  were  informed  that  the  MUSC  pro- 
posal to  manage  Medicaid  for  a tri-county  area 
was  on  hold  because  of  the  governor's  interest 
in  a statewide  managed  Medicaid  program. 

Our  committee  went  on  record  with  concerns 
that  the  MUSC  proposal  might  interfere  with  tra- 
ditional delivery  of  care,  but  recognized  that  this 
and  other  options  might  improve  primary  care 
reimbursement  and  improve  access  to  care  for 
Medicaid  patients. 

At  this  same  meeting  we  were  informed  that 
the  Finance  Commission  would  implement  an 
RBRVS  reimbursement  system.  The  SCMA  had 
been  represented  at  meetings  which  the  Finance 
Commission  had  conducted  with  the  specialty 
societies  regarding  this  proposal.  The  SCMA’s 
position  on  this  issue  was  established  by  the  1993 
House  of  Delegates,  which  stated  that  “the  South 
Carolina  Medical  Association  support|sj  the 
RBRVS  system  only  when  it  is  used  for  the  pur- 
pose for  which  it  was  developed,  which  is  to  cre- 
ate an  equitable  fee  schedule,  and  that  it  not  be 
used  as  a cost  containment  device.” 

The  Finance  Commission  subsequently  adopt- 
ed an  RBRVS  system  with  specialists  paid  at 
approximately  70  percent  of  Medicare.  They  did 
not  adopt  some  of  the  onerous  Medicare  rules 
which  existed  at  that  time,  such  as  those  for  non- 
payment of  EKG  interpretation. 

We  are  pleased  to  announce  that,  as  a result  of 
physician  input  and  the  diligence  of  the  Finance 
Commission  staff.  South  Carolina  will  be  allowed 
to  implement  an  improved  Third  Party  Liabili- 
ty system,  where  the  physician  will  be  reimbursed 
and  the  Finance  Commission,  not  the  physician, 
will  chase  any  other  insurer  which  might  have 
possible  responsibility  to  pay  the  elaim. 

We  are  indebted  to  the  staff  at  the  Finance  Com- 
mission, who  are  hardworking,  concerned  about 
physicians,  and  always  willing  to  help  us  with 
our  concerns.  We  would  like  to  personally  list 
their  names  for  your  infomiation,  but  it  is  impos- 
sible to  include  all  the  excellent  staff  we  have 


encountered  in  the  small  space  we  have  here. 

We  continue  to  encourage  all  physicians  to  care 
for  their  fair  share  of  Medicaid  patients  and 
pledge  our  assistance  to  you. 

Trent  Cannon,  MI) 

Chairman 

THE  PUBLIC  RELATIONS  AND  COM- 
MUNICATIONS COMMITTEE 

This  has  been  an  extremely  busy  media  year 
for  the  SCMA  with  much  attention  focused  on 
health  system  reform.  Dr.  Catalano  spent  almost 
every  day  of  his  first  week  as  president  giving 
interviews  to  TV  and  radio  stations  and  news- 
papers. There  has  been  steady  media  interest  all 
year  in  health  system  reform,  however,  we  had 
a real  surge  of  media  attention  when  President 
Clinton  unveiled  his  reform  plan  to  the  nation. 
SCMA  spokespersons  were  available  to  the 
media  the  night  of  the  speech  and  gave  over  1 5 
interviews  in  just  a few  days.  Paid  radio  adver- 
tisements supplemented  our  response  statewide 
giving  the  public  information  on  the  problems 
and  possible  solutions  for  our  health  care  system. 
These  ads  also  boosted  awareness  of  the  SCMA 
and  were  designed  to  enhance  public  image  of 
physicians  as  their  patients’  best  advocate  in  the 
reform  movement. 

The  Communications  Network  has  also  been 
active  with  members  addressing  groups  such  as 
the  Clemson  Chamber  of  Commerce,  the  Jasper 
County  Rotary  Club,  and  the  Orangeburg  Lions 
Club.  This  group  received  professional  speaker 
training  and  information  packets  to  prepare  them 
for  their  speaking  engagements.  SCMA  leaders 
also  participated  in  two  Health  Care  Summits 
sponsored  by  the  S.C.  Chamber  of  Commerce. 

Support  has  also  been  given  to  the  Physicians 
Care  Network  for  their  marketing  efforts  includ- 
ing newsletters,  brochures,  mailings  and  slide 
presentations.  A news  conference  to  announce 
the  network  was  held  in  September. 

Staff  has  also  provided  support  for  the  SCMA’s 
legislative  activities  by  researching  and  assem- 
bling information  on  topics  such  as  provider 
taxes,  managed  care  for  Medicaid  recipients  and 
any  willing  provider  legislation. 

The  Commun-I-Care  program  to  serve  the  unin- 
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surcd  lias  also  taken  olT  this  year  with  over  700 
physieians  eighteen  hospitals,  I’onr  pharmaeeu- 
tieal  eompanies  and  225  pharmaeists  partieipat- 
ing.  'I'he  projeet  plans  to  be  seU'-sustaining  this 
year  and  serve  under  its  own  Board  of  Direetors 
whieh  1 have  been  asked  to  ehair.  'Fhe  SCM  A eon- 
tiniies  its  snppoil  and  eneoiirages  those  physieians 
who  haven't  yet  signed  up  to  do  so.  On  a simi- 
lar note,  the  Free  Clinie  Task  Foree  dissolved  its 
membership  alter  aehieving  the  speeial  volunteer 
lieense  I'or  retired  physieians.  To  continue  com- 
munications about  ongoing  volunteer  services, 
SCMA  staff  is  publishing  a quarterly  newsletter 
which  is  distributed  to  the  members  of  the  task 
force,  free  medical  clinics  and  legislators. 

The  Flealth  Education  Van  is  looking  to  expand 
its  duties  and  find  a permanent  home.  The  SCMA 
and  SCMA  Alliance  arc  working  with  the  van's 
educators  and  a committee  of  interested  parties 
to  develop  a mission  for  the  van  to  include  not 
only  direct  services  to  children  but  also  training 
for  other  educators  and  interested  persons. 

SCMA  staff  members  have  sent  in  a grant  pro- 
posal for  monies  to  develop  public-private  part- 
nerships to  coordinate  care  for  Medicaid  pedi- 
atric patients.  Staff  has  also  been  active  on  the 
Governor's  Immunization  Outreach  Campaign, 
the  Women's  Cancer  Awareness  Work  Group, 
the  S.C.  Safe  Kids  Coalition  and  many  other 
committees. 

We  anticipate  this  will  be  another  busy  year  for 
the  committee.  We  will  again  be  dedicating  much 
of  our  efforts  on  addressing  health  system  refonn 
and  letting  the  public  know  that  we,  as  physi- 
cians, are  their  best  advocate. 

Bartolo  M.  Barone,  MD 

Chairman 

THE  SCMA/AHA-SC  AFFILIATE  .lOINT 
COMMITTEE  ON  CARDIAC  REHABILI- 
TATION 

At  the  present  time  there  are  30  certified  car- 
diac rehabilitation  programs  in  the  state.  They  are 
located  throughout  the  state  in:  Anderson- 
Anderson  Memorial  Hospital;  Bennettsville- 
Marlboro  Park  Hospital;  Camden-Kershaw 
County  Memorial  Hospital;  three  programs  in 
Charleston-Trident  Regional  Medical  Center, 


MUSC/d'he  Citadel  and  Roper  Hospital;  Cher- 
aw-Chcsterfield  (jeneral  Hospital;  Columbia- 
Providenee  Hospital  and  Richland  Memorial 
Hospital,  Conway-R.  Calhcarl  Smith  Cardiac 
Rehabilitation  Program;  Dillon-St.  Eugene 
Community  Hospital;  Ffaslcy-Baptist  Medical 
Center;  F1onenee-Bmee  1 lospital  System  ruid  MclxxxJ 
Regional  Medical  C'enter,  Georgetown  -Georgetown 
Memorial  Hospital;  Grccin  ille-Grecnville 
Memorial  Medical  Center  and  St.  Erancis  Hos- 
pital; Greenwood-Self  Memorial  Hospital; 
Greer-Allen  Bennett  Memorial  Hospital;  Hilton 
Head-Hilton  Head  Hospital;  Lancastcr-John 
Mort  is  White  Preventive  Cardiology  and  Cardiac 
Rehabilitation  Clinic;  Lexington-Eexington 
Medical  Center;  Loris  — Loris  Hospital;  Mari- 
on-Marion  Memorial  Hospital;  Mullins-Mullins 
Hospital;  Myrtle  Beach-Grand  Strand  General 
Hospital;  Newberry-Newberry  County  Memo- 
rial Hospital;  Orangeburg-The  Regional  Med- 
ical Center;  Spartanburg-Spartanburg  Region- 
al Medical  Center;  and  Winnsboro-Eairfield 
Memorial  Hospital. 

As  you  will  note,  there  are  a number  of  new 
programs  certified  this  past  year.  These  include 
Baptist  Medical  Center  in  Easley,  Winnsboro, 
Newberry  and  Allen  Bennett.  In  addition  to  these 
there  are  four  new  applications  for  certification 
for  which  we  anticipate  provisional  certification 
within  the  next  six  months.  The  South  Carolina 
Cardiopulmonary  Association  is  affiliated  with 
the  National  Cardiac  Rehabilitation  Association 
which  meets  regularly.  The  South  Carolina  Car- 
diopLilmonai7  Association  receives  staff  support 
from  the  SCMA. 

I would  like  to  thank  the  committee  members 
and  the  SCMA/SCHA  affiliated  staff  for  their 
invaluable  help  this  past  year. 

Mark  D.  Senn,  PhD 

Chairman 

THE  SCMA/JUA  PHYSICIANS'  RISK 
MANAGEMENT  COMMITTEE 

The  committee  has  been  quite  active  this  year 
and  has  provided  several  programs  in  various 
areas  of  the  state.  We  have  redone  the  videotape 
entitled  “Patients  Are  People,  Too"  and  now  have 
available  a hospital  version  and  a clinic  version. 
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The  emphasis  this  year  has  been  on  a renew- 
al ot  the  dedieation  to  good  risk  prevention,  since 
we  have  had  an  increase  in  some  areas  of  the  state 
in  malpractice  actions.  We  stressed  the  need  to 
get  back  to  the  basics  of  medical  liability  man- 
agement. 1 hope  we  have  made  the  message  very 
clear. 

I am  pleased  to  report  that  the  board  of  the  JUA 
has  announced  that  the  premiums  for  our  insur- 
ance will  stay  the  same  for  1 994.  We  need  to  con- 
tinue to  strive  for  an  even  better  situation. 

1 have  requested  that  1 not  be  reappointed  as 
Chairman  of  the  committee  for  this  year.  Hav- 
ing served  in  this  capacity  for  10  years  or  more. 
1 feel  the  need  to  step  down.  The  privilege  to 
serve  has  been  a very  rewarding  one  for  me.  The 
cooperation  and  support  from  the  physicians  of 
South  Carolina  have  made  for  the  success  of  our 
program  and  1 am  very  proud  of  those  accom- 
plishments. 

Much  credit  for  the  success  we  have  experi- 
enced is  due  to  Joy  Drennen  and  Cal  Stewart. 
Their  support  has  been  and  continues  to  be 
invaluable. 

1 want  to  express  my  sincere  appreciation  to 
each  member  of  the  committee  for  their  support 
over  the  years. 

Eiita  M.  Colvin,  ML) 

Chairman 


THE  SCM.VSCH A VICE  PRESIDENTS  OE 
MEDICAL  AEEAIRS  COMMITTEE 

Our  committee,  which  is  jointly  sponsored  by 
the  South  Carolina  Medical  Association  and  the 
South  Carolina  Hospital  Association,  has  con- 
tinued to  meet  quarterly. 

Again  this  year,  we  held  a special  session  for 
elected  medical  officers  on  the  day  preceding  the 
Trustees,  Administrators  and  Physicians  (TAP) 
Conference  last  September  in  Hilton  Head. 

We  continued  to  work  with  Pete  Bailey  and 
Beth  Corley  from  the  Division  of  Research  and 
Statistical  Services  of  the  Budget  and  Control 
Board  to  provide  input  into  the  compilation  and 
distribution  of  physician  inpatient  care  profiles. 
Individual  hospital  profiles  with  physician-spe- 
cific data  are  available  to  each  hospital  and,  when 
displayed  against  the  (non-identifiable)  physician 
profiles  of  peer  hospitals,  are  most  valuable  to 
the  medieal  staff  in  assisting  Quality  Manage- 
ment and  Utilization  Review  activities. 

During  the  year,  we  also  provided  our  guidanee 
to  Carolina  Medical  Review  regarding  the  new 
scope  of  work  for  the  Physician  Review  Orga- 
nization (PRO).  The  statewide  trans-urethral 
prostectomy  (TURP)  study  should  provide  a wel- 
come change  of  pace  from  the  former  case-by- 
case  review  which  dominated  the  PRO  until 
recently. 

Approximately  20  percent  of  South  Carolina 
hospitals  have  a Vice  President  of  Medical 
Affairs.  In  order  to  serve  all  hospitals,  we  will 
send  a survey  to  the  medical  staff  leadership  of 
all  hospitals  in  the  near  future  to  ask  how  we  can 
be  of  assistance.  We  welcome  your  calls  and 
questions  at  any  time. 

Louis  Fiilicicchio,  ML) 
Chairman 
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It  is  my  pleasure  to  report  to  tlie  I louse  ol  Del- 
egates oil  the  aetivities  of  the  South  Carolina 
Medieal  Assoeiation  (SCMA)  and  its  sub- 
sidiaries. 

d his  past  year,  I have  had  the  opportunity  to 
aeeoni|iany  the  president  and  other  olTieers  to  a 
number ofeounty  medieal  soeiety  meetings.  As 
in  past  years,  the  opportunity  to  meet  with  you 
and  diseuss  your  eoneerus  and  the  aetivities  of 
the  SCMA  was  both  benefieial  and  enjoyable.  I 
hope  that  those  soeieties  whieh  we  were  able  to 
visit  found  these  visits  inlbrmative. 

The  area  of  greatest  interest  among  the  mem- 
bers of  the  eoLinty  medieal  soeieties  is  the  Physi- 
eians  Care  Network.  The  network  eurrently  has 
over  2500  physieians  under  eontraet  and  hospi- 
tal negotiations  are  underway.  Signifieant  inter- 
est is  being  expressed  by  the  business  eommu- 
nity  and  we  hope  to  be  operational  this  spring. 
Our  network  aetivities  have  attraeted  attention 
nationally  and  I have  been  ealled  upon  to  provide 
information  to  many  different  groups. 

This  past  year  we  promulgated  guidelines  for 
preseribing  eontrolled  substanees  and  distributed 
them  to  all  licensed  physicians  in  the  state.  Dr. 
Bart  Barone,  who  chaired  the  ad  hoe  committee, 
and  his  committee  members  worked  very  hard 
to  produce  this  much-needed  document. 

Our  legislative  aetivities  have  been  veiy  intense 
this  past  year,  since  we  are  dealing  with  a num- 
ber of  very  important  issues  in  the  Legislature. 
We  began  this  cuirent  legislative  .session  with  the 
introduction  of  a bill  that  would  allow  physical 
therapists  to  treat  patients  without  the  prescrip- 
tion of  a physician  as  the  current  law  requires. 
The  bill  (H.3630)  is  currently  in  subcommittee. 
Last  year  I reported  that  Senator  Hugh  Leather- 
man,  as  Chairman  of  the  Health  Care  Planning 
and  Oversight  Committee,  had  promulgated  an 
85-page  Health  Care  Reform  Bill.  No  action 
other  than  extensive  hearings  has  oecuired  on  this 
bill.  A bill  to  provide  antitrust  relief  to  health  cai'e 
providers  has  been  introduced  and  is  moving 
through  the  Legislature.  The  report  of  the  Leg- 
islative Committee  will  provide  additional  infor- 
mation on  the  bills  we  are  eurrently  following. 


'I'his  is  die  second  session  olThc  1 1 0th  General 
Assembly  and  those  bills  whieh  do  not  pass  this 
session  will  have  to  be  introduced  again  next 
year. 

d'he  1994  elections  will  be  for  the  House  of 
Representatives  and  many  statewide  offices, 
including  the  governor,  and  we  will  need  your 
support  of  SOCPAC  to  insure  that  we  have  the 
resources  to  participate  in  all  the  races. 

Health  system  reform  is  without  question  the 
number  one  issue  being  discussed  in  our  state  and 
throughout  our  nation.  The  Health  .Security  Act 
introduced  by  President  Clinton  appears  to  be 
lacking  the  support  required  to  enact  it  into  law. 
Most  feel  that  there  will  be  a compromise 
between  the  conservative  elements  of  both  the 
Republican  and  Demoeratie  parties  and  that  a bill 
will  be  passed  whieh  is  far  less  comprehensive 
than  the  Clinton  proposal.  Currently  there  are  a 
number  of  bills  being  considered  in  Washington 
whieh  range  from  President  Clinton’s  bill  to  one 
that  has  been  introduced  by  Washington  State 
Representative  Jim  McDermott,  MD,  which  calls 
for  a plan  like  that  of  Canada. 

The  SCMA  recently  announced  the  formation 
of  a new  subsidiary,  SCMA  Financial  Services, 
Ine.,  whieh  was  organized  to  provide  SCMA 
members  with  assistance  in  selecting  insurance 
products  from  strong  companies  that  offer  com- 
petitive premiums.  Our  agents  are  licensed  to 
provide  a full  range  of  products. 

The  financial  affairs  of  the  assoeiation  and  its 
subsidiaries  remain  healthy,  as  pointed  out  in  the 
reports  submitted  by  the  Treasurer  and  the 
Chairmen  of  the  subsidiary  boards.  Membership 
continues  to  grow  in  the  SCMA  in  all  categories. 
Our  membership  has  increased  by  500  in  1994 
and  this  is  credited  to  interest  in  the  Physieians 
Care  Network.  We  are  attempting  to  increase  our 
membership  in  SOCPAC  and  AMPAC  to  where 
it  stood  a couple  of  years  ago.  Political  action 
activities  are  vital  in  this  election  year  with  so 
many  issues  of  significance  to  the  medical  pro- 
fession at  both  the  state  and  national  level. 

The  SCMA  leadership  and  staff  have  spent 
numerous  hours  working  with  committees  of  the 
Legislature,  state  agencies,  insurers,  task  forces 
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established  by  the  governor  and  many  others  to 
assure  that  the  interests  of  South  Carolina  physi- 
eians  are  represented.  One  area  which  is  coming 
to  the  forefront  is  that  of  technology.  The  age  of 
high-speed  communication  on  information  high- 
ways has  airived.  Access  to  computer  technolo- 
gy is  providing  diagnostic  capabilities  to  physi- 
cians as  never  before  imagined.  One  project 
connects  Winnsboro  to  Richland  Memorial  Hos- 
pital, and  another  is  planned  for  Hampton  Coun- 
ty to  be  connected  to  the  Medical  University  in 
Charleston.  The  SCMA  is  involved  in  the  dis- 
cussion of  how  these  technologies  will  be  applied 
to  your  practice  with  companies  such  as  Bell- 
South. Coleman  Research,  Booz-Allen  and  oth- 
ers. The  2 1 St  century  is  going  to  be  one  of  tremen- 
dous change  in  all  aspects  of  your  profession. 

The  support  given  to  the  staff  and  to  me  this  past 
year  by  the  membership  and  the  leadership  of  the 
SCMA  is  trtily  appreciated.  Be  assured  that  we  will 
continue  our  best  efforts  to  serve  your  interests. 

William  F.  Mahon 

Chief  Executive  Officer 

THE  EDITOR  OF  THE  JOURNAL 

The  mission,  editorial  policy,  and  overall  direc- 
tion of  The  Journal  remain  the  same.  We  believe 
that  The  Journal  symbolizes  in  many  respects  our 
association’s  commitment  to  compassionate  sci- 
entific medicine  for  the  people  of  South  Caroli- 
na. We  believe  that  state  medical  journals  are  an 
appropriate  forum  for  practicing  physicians  to 
publish  their  observations  and  to  state  their  opin- 
ions. And  we  believe  that  The  Journal  provides 
an  opportunity  for  South  Carolina  physicians  to 
work  together  on  symposium  issues  that  meet  the 
educational  needs  of  practitioners.  We  are  pleased 
that  in-house  desk  top  publishing  makes  it  pos- 
sible to  disseminate  medical,  socioeconomic,  and 
other  information  in  a manner  that  is  both  time- 
ly and  cosi-efficient.  We  welcome  any  and  all  sug- 
gestions for  improvement. 

1 wish  to  express  my  deep  gratitude  to  ( 1 ) Joy 
Drennen,  whose  dedication  and  ability  contin- 
ue to  amaze  me;  (2)  Betty  Newsom,  whose  cover 
stories  brilliantly  chronicle  the  history  of 
medicine  in  South  Carolina;  (3)  the  guest  editors 
of  symposium  issues,  whose  efforts  have  so  fre- 
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quently  exceeded  expectations;  (4)  the  members 
of  our  Editorial  Board,  whose  support  for  edi- 
torial decisions  and  policies  has  been  invaluable; 
(5)  the  authors  and  reviewers  of  manuscripts, 
whose  work  provides  the  substance  for  our  pub- 
lication; and  (6)  the  membership  and  leadership 
of  the  South  Carolina  Medical  Association  for 
the  privilege  of  serving  as  editor. 

Charles  S.  Bryan,  MI) 

Editor 

THE  SCMA  MEMBERS'  INSURANCE 
TRUST 

The  SCMA  Members  Insurance  Trust  (MIT) 
completed  last  fiscal  year  with  a surplus  of 
$ 1 ,426,843.  The  total  revenues  collected  for  the 
year  ending  June  30,  1 993  were  $ 1 0. 1 8 1 . 1 7 1 and 
claims  paid  plus  expenses  amounted  to 
$8,754,328. 

The  MIT  Board  voted  earlier  this  year  not  to 
raise  premiums  in  March  of  1994  and  to  continue 
to  evaluate  the  financial  picture  to  determine  if 
an  increase  would  be  necessary.  The  MIT  is  fis- 
cally sound  with  reserves  for  incurred  but  not 
reported  claims  of  $ 1 .825.000,  and  unassigned 
reserves  of  $ 1 .802, 1 66. 

A financial  audit  of  the  MIT  was  conducted  by 
Elliott,  Davis  and  Company  and  a copy  of  the 
audit  will  be  furnished  to  the  House  of  Delegates 
for  review. 

This  year  staff  has  negotiated  discounts  with 
a number  of  South  Carolina  hospitals  and  has 
implemented  a new  automated  utilization  review 
system.  This  has  accounted  for  a significant  .sav- 
ings in  claims  payments. 

The  MIT  continues  to  offer  the  advantages  of 
guaranteed  acceptance  into  the  plan  for  SCMA 
members,  coverage  for  your  spouse  if  you  pre- 
decease and  a plan  totally  operated  and  financed 
by  the  SCMA.  The  plan  is  in  its  twelfth  year  of 
operation. 

A special  thanks  to  the  MIT  Board  and  the  staff 
of  the  SCMA  for  their  fine  support  this  past  year. 
A very  special  thanks  to  C.B.  Rush,  MD,  and 
Clay  Evatt.  MD.  who  are  completing  their  final 
term  on  the  Board. 

Daniel  Vf.  Brake,  MD 
President 
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rm:  south  cakouina  inshtutk 

FOR  MEDICAL  LDUCATION  AND 
RKSLARCH  (SCIMKR) 

riie  South  Carolina  Institute  for  Medical  F’du- 
eation  and  Research  will  award  20  scholarship 
grants  at  the  1094  meeting,  h'ourteen  will  be 
awarded  Jointly  with  the  South  Carolina  Medi- 
cal Association  Alliance  to  .seven  students  from 
each  of  the  two  medical  schools  in  South  Car- 
olina. Other  scholarships  to  be  awarded  are  the 
Stuckey  Scholarship  to  a student  from  Bamberg 
County;  two  scholarships  contributed  by  a car- 
diology group  from  upstate  counties;  and  the 
Conway  Hospital  Medical  Staff  Scholarship. 
Also  this  year,  in  lieu  of  the  Leonard  Douglas  lec- 
ture. we  will  be  awarding  a scholarship  in  Dr. 
Douglas'  memory.  The  final  award  will  be  pre- 
sented to  a medical  student  for  a research  pro- 
ject judged  best  of  entries  for  student  research. 

Each  student  at  both  South  Carolina  medical 
schools  received  a letter  from  SCIMER  in  Jan- 
uary announcing  the  scholarship  availability  and 
the  procedures  to  apply. 

SCIMER  would  like  to  express  appreciation 
for  the  financial  support  provided  by  those  of  you 
who  paid  an  extra  $25.00  on  your  dues  billing 
this  year. 

During  the  past  year,  we  have  endorsed  two  new 
projects  for  the  benefit  of  physicians  in  the  state. 
First,  the  Section  170  Plan,  a plan  unique  to 
SCIMER.  was  made  available  to  South  Carolina 
physicians  in  the  fall  of  1993.  We  can  offer  this 
charitable  annuity,  among  other  benefits,  thus 
ensuring,  guaranteed  income  for  life.  Second,  in 
February,  1 994,  SCIMER  granted  permission  for 
Sister-city  to  utilize  its  tax  status  as  a method  of 
collecting  used  office  furniture,  medical  equip- 
ment and  supplies  to  be  shipped  to  Plovdiv,  Bul- 
garia. This  will  enable  their  country  to  improve 
its  medical  technology.  Last  year.  Sister-city 
shipped  a 40-foot  container  of  supplies  to  Bul- 
gaina,  and,  with  our  help,  this  project  will  continue. 

Finally.  I would  like  to  express  my  sincere 
thanks  to  the  members  of  the  Board  of  Directors 
for  contributing  their  time  and  efforts  to  this 
worthwhile  activity. 

Alexander  Donald,  MD 
President 


I HL  SCMA  DKLK(;A HON  K)  TJIL  AMA 

Not  often  in  the  nearly  1 50-year  history  of  the 
American  Medical  Association  (AMA)  has  the 
work  of  this  outstanding  federation  been  as 
important,  or  subjected  to  more  seruliny.  Ques- 
tions as  to  the  fashions  in  which  physicians  con- 
duct their  praeliees  have  not  been  so  investigated, 
criticized  and  even  flagellated  since  1847,  at 
which  time  the  concern  was  over  the  quality  of 
medical  care  being  provided  by  a generally  poor- 
ly trained  and  totally  unregulated  profession. 

Now  the  surveillance  is  directed  toward  the  cost 
of  providing  for  the  citizens  of  this  country  what 
is  clearly  the  best  medical  care  available  in  the 
world  today. 

It  is  for  this  reason  more  than  any  other  that  the 
AMA  has  been  called  upon  to  stand  up  for  the 
physicians  of  the  country.  The  AMA  has  also 
become  more  visible  than  it  has  been  since  the 
early  part  of  the  century,  when  again  the  battles 
AMA  fought  SLiiTOLinded  its  effort  to  provide  and 
supervise  the  selection,  training,  and  certifica- 
tion and  performance  of  American  physicians. 
True,  there  have  been  other  issues  - ethics,  data 
documentation,  restixicturing  of  the  medical  work 
force,  the  never  ending  striving  for  excellence  in 
medical  training  at  all  levels  - but  none  so  over- 
whelming as  the  dialogue  surrounding  the  cost 
of  medical  care  in  the  country  today. 

This  consuming  issue  has  not  arisen  without 
cause!  There  has  been  an  ever-increasing  demand 
upon  the  resources  of  the  industries  and  indi- 
viduals of  the  nation,  to  a point  where  the  por- 
tion of  our  national  income  which  has  to  be 
reserved  for  health  care  costs  is  felt  by  many  to 
be  unbearable,  and  perhaps  unconscionable.  The 
president  has  called  it  a “crisis.”  and  has  made 
it  the  most  visible,  most  talked  about  issue  fac- 
ing the  nation  today. 

If  there  indeed  exists  such  a “crisis"  (and  many 
argue  there  is  not),  it  is  certainly  related  to  cost. 
While  in  agreement  with  the  president  that  there 
should  be  appropriate  access  to  good  and  effec- 
tive health  care  for  all  of  our  citizens,  such  access 
does  not,  in  my  opinion,  appear  to  be  absent  in 
most  instances.  Cost  again  is  the  demon  which 
has  led  to  the  harangue,  and  is  the  demon  which 
has  been  so  inadequately  addressed.  Even  after 
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nearly  a year  of  discussion,  no  one  has  advanced 
eonsensLis  of  a workable  plan  for  controlling  cost 
or  paying  for  the  proposed  health  system  reform 
so  desired  by  the  current  president. 

In  this  report  of  the  SCMA  Delegation  to  the 
AMA.  let  me  first  say  that  South  Carolina  has 
been  part  of  these  important  discussions,  and  has 
made  the  feelings  of  the  physicians  whom  we 
represent  felt  to  the  best  of  our  abilities.  I am 
proud  to  say  our  delegation  of  four  delegates  and 
four  alternate  delegates  is  an  effective,  visible 
delegation.  Adding  to  our  strength  and  visibil- 
ity is  the  presence  of  our  AMA  Board  of  Trustees 
member.  Dr.  Randy  Smoak.  and  the  superb  con- 
tributions made  by  SCMA  Presidents  Bart 
Barone  and  Ed  Catalano,  by  SCMA  President- 
elect Marion  Burton,  and  by  Chairman  of  the 
SCMA  Board  Nelson  Weston.  All  have  demon- 
strated knowledge  and  commitment  to  the  efforts 
and  effectiveness  of  our  delegation. 

During  the  past  year  we  have  had  three  mem- 
bers of  our  delegation  serve  on  important  refer- 
ence committees.  Dr.  Steve  Imbeau  functioned 
as  Teller  at  elections.  No  issue  which  we  felt  to 
be  of  importance  to  the  physicians  of  South  Car- 
olina went  without  discussion  in  a Reference 
Committee  or  on  the  floor  of  the  AMA  House  of 
Delegates.  It  would  be  impossible  to  enumerate 
all  these  issues  so  addressed,  and  I refer  you  back 
to  The  Journal  of  the  SCMA  and  to  AM  News  for 
those  elements. 

As  you  know.  1993  was  the  final  year  of  ser- 
vice in  the  SCMA  Delegation  for  Dr.  Don  Kil- 
gore. Don's  never-tiring  efforts  and  constant 
devotion  to  excellence  as  a delegate  will  be  sore- 
ly missed,  and  it  is  with  gratitude  and  personal 
affection  that  we  salute  his  years  of  contributions 
to  the  SCMA  and  AMA.  Dr.  Charlie  Duncan 
becomes  delegate  to  replace  Dr.  Kilgore,  and  Dr. 
Nelson  Weston  will  prove  to  be.  I am  sure,  a ver>' 
excellent  choice  as  the  new  alternate  delegate. 

The  AMA  Board  of  Trustees,  recognizing  the 
impact  of  change  which  is  being  wrought  by 
managed  care  in  the  country,  has  formed  a com- 
mittee which  is  called  the  “Managed  Care  Part- 
nership Group.”  This  committee  is  meeting  peri- 
odically and  is  rendering  important  decisions  and 
dialogue  with  the  AMA  Board  of  Trustees  and 
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House  of  Delegates.  It  is  made  up  of  representa- 
tives from  six  states  which  include  New  York. 
Pennsylvania,  California,  Michigan.  Texas  and 
South  Carolina,  plus  members  repre.senting  sev- 
eral specialty  organizations.  Bill  Mahon  and  1 rep- 
resent South  Carolina  on  this  important  commit- 
tee. Our  placement  on  the  “ICulnership"  has  spaing 
from  our  venture  as  a state  organization  into  the 
field  of  physician-directed  managed  cai  e as  we  piw 
ceed  with  the  SCMA  Physicians  Care  Network. 
In  my  opinion,  we  are  light  years  ahead  of  the  rest 
of  the  nation  in  our  netowrk  progress,  and  the 
AMA  recognizes  this  and  seeks  our  counsel. 

Finally,  let  me  thank  you,  the  SCMA  House  of 
Delegates,  for  the  opportunity  of  serving  you  as 
your  AMA  Delegate.  Let  me  also  offer  to  you  our 
continued  and  dedicated  commitment  to  repre- 
sent you  at  a national  level  and  to  be  responsive 
to  your  directives. 

Walter  J.  Roberts,  Jr,  Ml) 
Chairman 

THE  PHYSICIANS  CARE  NETWORK 
BOARD  OE  DIRECTORS 

I am  pleased  to  provide  the  House  of  Delegates 
with  information  regarding  the  current  status  of 
the  Physicians  Care  Network. 

The  organization  and  formation  of  the  Physi- 
cians Care  Network  was  begun  early  in  1993  and 
has  continued  at  a brisk  pace.  The  Physicians  Care 
Network  Board  of  Directors  (formerly  the  Poli- 
cy Committee)  has  been  actively  involved  in  all 
areas  of  network  development  and  management. 
The  Utilization  Review/  Quality  Assurance 
(UR/QA)  Committee  is  chaired  by  Walter 
Roberts.  MD,  who  is  also  serving  as  Medical 
Director.  This  committee  has  been  very  busy 
designing  and  implementing  the  utilization 
review  policies  and  protocols  which  will  serve  as 
the  engine  that  drives  our  cost  containment  activ- 
ities. The  Provider  Manual  has  been  completed 
and  distributed.  This  manual  provides  physicians 
and  their  staffs  with  all  of  the  information  nec- 
essary to  use  the  utilization  review  program  as  an 
effective  cost  management  tool.  It  also  provides 
all  of  the  information  necessary  to  interface  with 
patients  who  are  covered  under  the  network. 

A market  research  study  was  conducted  which 
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conl  irined  Unit  a large  tiunibcr  of  employers  in 
South  Carolina  would  be  interested  in  the  Rhysi- 
eians  C'are  Network  model,  and  735  eompanies 
that  self  fund  their  medieal  benefits  plans  were 
identified  as  marketing  prospeets  for  the  network 
produet,  d'hrough  premarketing  aetivities  we 
have  established  relationships  with  several 
em|iloyers  aeross  the  state  who  want  to  use  the 
network  to  help  them  control  their  medieal  plan 
eosts.  d'hese  employers  are  impressed  by  the 
broad  ehoiee  of  physieians  available  through  the 
network  and  the  faet  that  the  network  overlays 
existing  plans  without  replaeing  them. 

A reeruitment  program  of  physieians  to  be  par- 
tieipating  providers  in  the  network  was  started  in 
May  and  was  a tremetidous  sueeess.  There  are 
now  over  2,100  physieians  eontraeted  plus  20 
podiatrists,  and  17  oral  surgeons.  Additionally, 
through  acontraet  with  the  Employers  Health  Plan 
in  Spartanburg,  there  are  another  230  physicians 
participating  in  the  network.  These  physicians  rep- 
resent N’irtually  every  community  throughout  the 
state  and  every  medical  specialty. 

All  hospitals  were  invited  to  become  partici- 
pants in  September  and  the  results  have  been,  for 
the  most  part,  disappointing.  Even  though  over 
20  hospitals  have  contacted  us  to  say  that  they 
are  interested  in  Physicians  Care  Network,  it  has 
been  a very  long  and  slow  process  of  overcom- 
ing the  myriad  of  objections  voiced  by  some  hos- 
pitals. Other  hospitals  have  shown  enthusiasm 
for  the  network  and  have  worked  diligently  with 
us  in  negotiating  contract  terms  which  will  pro- 
vide unique  opportunities  for  physicians  and  hos- 
pitals to  work  together  with  employers  to  con- 
tain health  care  costs.  Through  the  network's 
risk-sharing  feature,  all  parties  in  the  program 
should  be  rewarded. 

We  have  come  a long  way  in  a short  period  of 
time,  and  we  have  a long  way  yet  to  go.  It  is  mo.st 
important  that  physicians  rally  together  in  order 
to  preserve  our  autonomy  and  fee-for-service 
medicine,  make  quality  of  care  decisions,  and 
compete  in  the  health  care  marketplace  of  the 
future.  Physicians  Care  Network  is  your  orga- 
nization and  it  needs  your  support.  If  you  have 
not  become  a participating  physician,  do  it  today! 
If  you  already  have,  recruit  your  fellow  physi- 


cians who  have  not  yet  contracted  and  let  your 
hospital  know  that  you  want  it  to  participate. 

d hank  you  for  your  support. 

Daniel  VH  Brake,  Ml) 

Chairman,  Board  of  Directors 

THE  YOUNG  PHY,SICI ANS  SECTION 

The  past  1 2 months  have  been  as  interesting  for 
the  young  physician  as  they  have  been  for  all  of 
medicine.  1 lowever,  there  are  clearly  two  bright 
spots  that  affect  primarily  the  young  physician. 
As  of  January  I,  1994,  the  Medicare  new  physi- 
cian pay  disparity  has  been  eliminated.  This  was 
successfully  repealed  by  broad  support  from 
many  organizations  within  the  medical  profession 
and  in  the  end,  required  a slight  decrease  in  the 
conversion  factor  to  maintain  budget  neutrality. 
The  Young  Physicians  Section  was  instrumental 
in  the  effort  to  repeal  this  piece  of  legislation. 

The  other  major  issue  that  faced  the  Young 
Physicians  Section  was  an  effort  to  gain  repre- 
sentation on  the  American  Medical  Association 
(AMA)  Board  of  Trustees.  The  issue  drew  major 
attention  at  the  AMA  Interim  Meeting  and  the 
House  of  Delegates  has  cleared  the  way  for  a 
physician  under  the  age  of  40  to  be  placed  on  the 
(AMA)  Board  of  Trustees.  Despite  opposition, 
it  is  believed  that  this  action  will  help  diversify 
the  demographics  of  the  Board  of  Trustees  and 
aid  in  advancing  more  young  physicians  to  lead- 
ership positions. 

The  SCMA  sent  a delegate  and  an  alternate  del- 
egate to  both  the  Annual  and  the  Interim  Meet- 
ing of  the  AMA.  The  SCMA  Young  Physicians 
received  an  Outreach  Award  for  recruiting  new 
members.  During  the  Annual  Meeting,  I served 
as  a member  of  the  Credentials  Committee  and 
on  a Reference  Committee. 

Locally,  young  physicians  have  been  able  to 
give  presentations  to  interested  groups  such  as  the 
medical  students  and  the  residents  regarding  the 
activities  of  the  SCMA  and  the  AMA  as  well  as 
communicate  with  local  and  national  represen- 
tatives about  health  care  refomi.  We  will  continue 
to  strive  to  expand  membership  of  the  section  and 
involve  ourselves  in  the  health  care  debate. 

Mareh  E.  Seabrook,  MD 
Chairman 
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THK  SOUTH  CAROLINA  DEPAR I WIEN T 
OE  HEALTH  AND  ENVIRONMENTAL 
CONTROL 

Health  System  Reform  and  Fuhlic  Health 
Current  discussions  of  health  system  reform 
have  concentrated  on  the  medical  care  delivery 
system,  covering  the  uninsured  and  cost  con- 
tainment. Little  attention  has  been  paid  to  the 
impact  of  these  proposed  changes  on  basic  pub- 
lic health  functions  such  as  disease  surveillance, 
population-based  health  protection  (safe  food  and 
water,  control  of  communicable  diseases)  or  com- 
munity health  promotion  (tobacco  control,  teen 
pregnancy  prevention,  improving  food  choices 
of  those  at  highest  risk  of  chronic  diseases).  These 
basic  functions  have  been  under-funded  for  the 
past  two  decades.  They  have  been  supported 
through  cost  shifting  from  personal  care  services 
provided  through  health  departments  for  those 
who  have  not  had  a private  physician. 

Study  of  Public  Health  Basic  Eunctions  - A 
proposal  to  study  appropriate  changes  in  public 
health  responsibilities,  functions  and  resources 
of  all  state  agencies  involved  with  public  health 
within  the  context  of  health  care  reform  is  before 
the  Legislature.  The  study  committee  would 
include  six  faculty  members  from  the  University 
of  South  Carolina  (USC).  the  Medical  Univer- 
sity of  South  Carolina  (MUSC)  or  Clemson.  the 
heads  of  the  Department  of  Health  and  Envi- 
ronmental Control  (DHEC).  Department  of  Men- 
tal Health,  Department  of  Disabilities  and  Spe- 
cial Needs,  and  the  Department  of  Alcohol  and 
Other  Drug  Abuse  Services  (DAODAS),  the 
chaimian  or  designee  of  the  South  Carolina  Med- 
ical Association  (SCMA)  and  the  South  Carolina 
Hospital  Association  (SCHA),  and  two  unaffil- 
iated persons. 

Working  With  Community  Physician 
CJroups-  DHEC  programs  which  presently  pro- 
vide personal  health  services  have  been  work- 
ing with  physician  groups  in  their  communities 
to  find  new  ways  of  linking  ser\  ices  to  improve 
the  system  of  care  for  children,  pregnant  women 
and  other  groups.  Three  examples  illustrate  the 
variety  of  ways  this  linkage  is  developing  for 
health  services  for  children: 

* In  Lancaster  County,  public  health  nurses 
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visit  mother  and  baby  in  the  hospital,  then  make 
home  visits  prior  to  each  well-baby  \isit 
(EPSDT ) by  the  private  physician.  Eollow-up 
home  visits  are  made  as  needed,  depending  on 
the  particular  child  and  family  health  care 
needs.  Public  health  nurses  also  take  after- 
hours  calls  for  the  physician  as  a means  of 
reducing  office  visits  and/or  unnecessary  emer- 
gency room  visits  for  Medicaid  eligible  chil- 
dren. 

* In  Pickens  County,  a public  health  nurse  prac- 
titioner is  placed  in  a private  physician's  office 
to  do  well-child  care  (EPSDT),  enabling  the 
physician  to  serve  a larger  group  of  children 
and  devote  more  time  to  diagnosis,  treatment, 
sick  care,  chronic  illness  management  and  con- 
sultation. 

* In  Hampton  County,  a pediatric  practice  from 
an  adjoining  county  provides  sick  care  via 
office  visits  at  a family  practice  center  in 
Hampton  with  health  department  nurses  pro- 
viding well-child  care  and  care  coordination  for 
these  children. 

DHEC  Works  With  CATCH  Initiative  - Our 

agency  recently  worked  with  the  South  Caroli- 
na Chapter  of  the  American  Academy  of  Pedi- 
atrics (SCAAP)  in  their  Community  Access  to 
Child  Health  (CATCH)  initiative.  CATCH  is  a 
major  program  of  the  American  Academy  of 
Pediatrics  to  assure  that  every  child  in  America 
has  a medical  home.  All  of  DHEC's  13  district 
health  directors  are  members  of  local  SCAAP 
CATCH  task  forces  actively  pursuing  local  solu- 
tions to  local  health  care  problems.  Their  efforts 
have  already  spawned  public-private  partnerships 
mentioned  in  this  report,  and  their  continued 
commitment  will  help  assure  that  many  other 
access  to  care  barriers  fall. 

State  Health  Plan  and  Planning 
State  Health  Planning  Committee  Created 
—Because  of  concern  over  the  high  rate  of  infla- 
tion in  the  health  care  industry  and  an  interest  in 
controlling  health  care  costs,  the  General  Assem- 
bly in  1992  created  a 14-member  state  health 
planning  committee  to  guide  the  development  of 
the  State  Health  Plan  used  in  the  Certificate  of 
Need  program.  Twelve  committee  members  are 
appointed  by  the  governor,  one  is  appointed  by 
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(lie  DUHC  Board,  and  llie  State  Consumer  Advo- 
eate  serves  ex-ol'fieio. 

During  its  first  year,  the  eommitlee  lield  five 
meetings  and  eondueted  live  public  hearings  to 
identify  changes  needed  in  the  state  planning  pro- 
cess. A number  of  changes  in  methodologies  and 
criteria  resulted  which  were  used  in  development 
of  the  1993  State  Health  Plan.  The  committee  has 
identified  priority  areas  such  as  ambulatory 
surgery,  long-term  hospital  beds  and  mobile  car- 
diac catheterization  laboratories  R)r  analysis  by 
staff  during  the  development  of  the  1994  plan. 
Clinical  iMboratory  Improvement  Amendment 
Update 

The  Clinical  Laboratory  Improvement  Amend- 
ment (CLIA)  program  has  been  implemented. 
DHEC’s  Division  of  Certification  will  complete 
281  surveys  by  September,  1994.  All  previous- 
ly certified  labs  have  been  surveyed.  Current 
activity  is  concentrated  on  previously  unregu- 
lated physician  office  labs.  The  intent  of  these 
surveys  is  to  inform  the  laboratory  of  deficien- 
cies relative  to  the  CLIA  regulations  and  to  edu- 
cate laboratory  personnel  as  to  the  process  and 
the  regulations.  After  a survey,  the  laboratory  is 
sent  a written  statement  of  deficiency  and  asked 
to  respond  with  a plan  of  correction.  Currently, 
the  most  often  cited  deficiencies  are  laboratories 
not  having  a quality  assurance  program  and  no 
controls  being  peifonned  and/or  documented  for 
the  test  the  lab  runs.  New  applications  to  the 
CLIA  program  are  being  processed  by  DHEC's 
Division  of  Certification  through  direct  access 
to  the  CLIA  database  in  Baltimore.  In  addition, 
any  laboratory  changes  such  as  name,  location 
or  director,  can  be  processed  directly  by  the  divi- 
sion. 

Immunization  Update 

Immunizations  - DHEC  is  working  with  the 
governor's  office,  private  physicians,  other  agen- 
cies and  organizations  to  achieve  adequate  immu- 
nization of  80  percent  of  two-year-old  children  by 
April,  1994,  and  to  reach  90  percent,  the  nation- 
al goal  for  the  year  2000,  by  April.  1995.  As  of 
January,  1994,  76  percent  of  children  seen  in 
DHEC’s  child  health  clinics,  about  70  percent  of 
all  children,  were  age  appropriately  immunized. 

“No  Shots,  No  Day  Care”  - In  the  1993  leg- 


islative session,  the  “No  Shots,  No  Day  Care” 
law  was  passed.  This  law  requires  children  in  day 
care  facilities  to  keep  their  shots  up-to-date.  A 
simple  form  has  been  developed  for  use  by  par- 
ents and  physicians  to  record  immunizations. 

New  Federal  Vaccine  Program  - 4 he  new 
Federal  Vaccines  For  Children  Program  is  sched- 
uled to  start  in  (Jetober,  1994.  As  presently 
designed,  it  does  not  offer  free  vaccine  to  all  chil- 
dren; and,  frankly,  it  falls  short  of  what  we  now 
have  with  the  vaccine  partnership  that  exists 
between  DHEC  and  over  300  medical  practices 
in  South  Carolina.  The  good  news  is  that  the  new 
law  will  allow  the  state  to  purchase  an  unlimit- 
ed amount  of  vaccine  at  the  I'edcral  contract  price. 
Two  years  ago.  DHEC  was  restricted  by  vaccine 
manufacturers  from  buying  enough  vaccine  to 
have  free  vaccine  for  all  children.  This  summer 
we  will  learn  the  new  federal  price,  and,  if  not  out 
of  reach,  we  hope  to  have  free  vaccine  for  all  chil- 
dren by  Christmas.  It  is  important  to  have  an 
information  network  on  vaccines  children  receive 
so  immunization  providers  can  have  timely  infor- 
mation and  a tracking  program  to  assure  that  all 
children  receive  vaccine.  We  will  be  working  with 
you  to  make  this  information  network  possible. 
HIV/AIDS 

HIV/AIDS  - DHEC  has  received  a 200  per- 
cent increase  in  Ryan  White  AIDS  treatment 
funds,  which  will  go  to  existing  treatment  con- 
sortia in  the  Charleston.  Columbia.  Orangeburg 
and  Greenville  areas.  We  also  hope  to  have  a new 
treatment  consortia  in  the  Pee  Dee.  DHEC  will 
continue  making  anti-retroviral  drugs  available 
to  qualified  applicants  under  their  physician’s 
order. 

Pediatric  AIDS  - DHEC  was  recently  award- 
ed a three-year  Pediatric  AIDS  Grant  to  devel- 
op an  infrastructure  that  assures  access  to  a sys- 
tem of  comprehensive  medical  case 
management,  social  and  support  services  to  chil- 
dren and  adolescents,  and  their  families,  infect- 
ed with  or  exposed  to  HIV.  Two  tertiaiy  care  cen- 
ters, the  Outpatient  AIDS  Clinic  at  MUSC  in 
Charleston  and  the  Children’s  Immunology  Cen- 
ter at  use  in  Columbia,  have  central  coordi- 
nating roles.  These  centers,  along  with  a center 
at  Greenville  Memorial  Hospital,  are  the  core  of 


186 


The  Journal  of  the  South  Carolina  Medical  Association 


OTllKR  REPORTS 


the  statewide  regional  network  whieh  links  w ith 
community-based  local  centers. 

Community  Planning  - Between  now  and 
September,  DHEC  will  coordinate  statewide  and 
community  planning  for  expenditure  of  federal 
HIV  prevention  funds  received  by  DHEC.  The 
funds  currently  provide  community  education, 
counseling,  testing  and  partner  notification.  If 
you  are  interested  in  being  part  of  this  HIV  pre- 
\ention  planning  process,  call  DHEC's 
HIV/AIDS  Division  at  (803)  737-41 10. 

Other  Communicable  Diseases 

Sexually  Transmitted  Disease  (STD)  Treat- 
ment Important  - DHEC  staff  are  concerned 
about  the  difficulty  people  are  having  getting 
diagnosis  and  treatment  for  STDs.  It  is  impor- 
tant to  provide  timely  treatment  since  HIV  is 
three  to  seven  times  more  transmissible  in  the 
presence  of  an  STD  in  either  partner.  South  Car- 
olina's statistics  on  gonorrhea  are  misleading. 
The  numbers  are  down  because  DHEC  had  to 
reduce  the  number  of  tests  on  contacts  being  epi- 
treated.  We  all  must  find  a way  to  improve  STD 
treatment  access. 

Tuberculo.sis  Cases  Increase  in  South  Car- 
olina - The  partnership  in  the  management  and 
prevention  of  tuberculosis  (TB)  has  resulted  in 
a decreased  number  of  cases  in  1990,  1991  and 
1992,  while  the  nation  as  a whole  experienced 
a steady  increase,  primarily  due  to  the  effect  of 
HIV  on  TB.  However,  in  1993,  South  Carolina 
had  an  upswing,  with  1 6 more  TB  cases  than  in 
1992.  It  is  too  .soon  to  know  the  exact  signifi- 
cance of  this,  but  with  what  is  happening  with 
TB  in  the  nation  and  with  the  problem  of  multi- 
drug resistant  TB  in  New  York  and  other 
metropolitan  areas,  now  is  the  time  for  all  of  us 
to  intensify  our  efforts  in  TB  control. 

Family  Planning  Expansion  Means  Improved 
Continuity  of  Care 

Medicaid  Waiver  to  Allow  Women  to  Stay 
on  Program  - A Medicaid  Waiver  project  to 
allow  women  to  stay  on  Medicaid  at  1 85  percent 
of  poverty  for  two  years  post-partum  is  one  of 
two  initiatives  by  the  Eamily  Planning  Program 
to  expand  services  for  all  women  in  the  state  and 
to  involve  more  physicians  in  public-private  part- 
nerships providing  family  planning  services. 


This  should  extend  family  planning  to  about 
2(),()()()  women  each  year  on  Medicaid  and 
should  help  physicians  keep  post-partum  women 
in  their  practice.  The  second  family  planning  ini- 
tiative is  a community-based  expansion  to  pro- 
vide most  services  in  the  community  where 
clients  live  and  work. 

Improving  Prenatal  Care  Reporting 

Better  Reporting  of  Prenatal  Care  - The 
Bureau  of  Maternal  and  Child  Health  is  work- 
ing with  the  agency’s  vital  records  staff  and  hos- 
pitals to  establish  better  ways  to  report  prenatal 
care  on  both  records  because  we  know  the  indi- 
cators which  are  used  for  quantity  of  prenatal  care 
are  often  misleading,  giving  an  incoiTect  picture 
of  the  adequacy  of  prenatal  care. 

Women,  Infants  and  Children  (WIC)  Pro- 
gram is  Fully  Funded  - South  Carolina's  WIC 
supplemental  food  program,  with  approximate- 
ly $75  million  in  funds,  is  one  of  only  a few  WIC 
programs  in  the  nation  that  is  fully  funded  for  all 
eligible  participants.  An  additional  $18  million 
per  year  for  the  next  three  years  is  available 
because  the  WIC  program  initiated  a sole  source 
contract  in  October,  1993  with  Mead  Johnson 
Nutritionals  to  provide  a rebate  for  every  can  of 
infant  formula  redeemed  by  a WIC  participant. 
This  additional  funding  provides  the  important 
opportunity  to  reach  all  potentially  eligible  clients 
- pregnant  women,  infants  and  children  - and 
channel  them  into  needed  care  and  services.  We 
want  to  develop  partnerships  with  private  and 
public  health  care  providers  to  help  us  serve  this 
need  in  an  efficacious  manner.  We  need  your  help 
and  we  will  work  with  you  in  reaching  the 
women  and  children  you  see. 

Vans  Provide  Mobile  Clinic  Site  - During  the 
past  six  months.  WIC,  Child  Health  and  Immu- 
nization programs  purchased  vans  for  10  health 
districts  to  allow  them  to  take  services  to  the 
community  as  a mobile  clinic  site.  This  augments 
overcrowded  clinics  and  serves  clientele  in  a 
more  positive  manner.  We  look  forward  to 
expanding  services  from  this  setting  in  the  future. 
Children  with  Special  Needs 

BabyNet  - BabyNet.  South  Carolina's  inter- 
agency program  for  early  inteiwention  for  infants 
and  toddlers  with  developmental  delay  and  dis- 
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abilities,  has  met  all  requirements  for  fifth  year 
funding  and  expeets  to  provide  full  serviees 
aeross  the  state  starting  July  I.  Funds  will  be 
transferred  to  13  fiseal  agents  who  will  pay 
providers  as  direeted  by  a distriet  Interageney 
Coordinating  Couneil.  J'he  total  serviee  of  the 
program  is  estimated  to  eost  approximately  $ 1 3 
million.  However,  only  $3.6  million  in  new  state 
dollars  are  needed  and  have  been  requested  for 
full  implementation.  Of  a projeeted  population 
of  2.600.  1 .860  were  enrolled  by  the  end  of  eal- 
endaryear  1993. 

Partnership  to  Elnsure  System  of  Care  for 
Children  with  Special  Needs  - A partnership 
between  Richland  Memorial  Hospital.  USC 
School  of  Medicine's  Department  of  Pediatrics 
and  the  Palmetto  Children's  Rehabilitation  Ser- 
viees (CRS ) has  been  formed  to  ensure  a system 
of  care  for  special  needs  children  in  Richland 
County.  The  Department  of  Pediatries  will  accept 
all  Richland  County  CRS  children  as  their  med- 
ical home.  Follow-up  and  discharge  planning  will 
be  done  by  the  Palmetto  CRS  medical  home 
coordinator.  It  is  our  hope  that  this  project  will 
assure  continuity  of  care  for  children  while 
reducing  the  high  cost  of  emergency  room  care 
and  frequent  hospitalization. 

Medicaid  Enhancement  - A focus  this  year 
has  been  Medicaid  enhancement.  Medicaid  now 
provides  reimbursement  for  physical  therapy, 
occupational  therapy,  speech  therapy,  ease  man- 
agement. nutrition  and  social  work.  Reim- 
bursements for  genetic  services  have  been 
increased. 

Protecting  Children  from  Lead  Hazards 

Lead  Poisoning  Prevention  - The  Division 
of  Children's  Health  is  in  its  second  year  of 
implementing  a CDC  Childhood  Lead  Poison- 
ing Prevention  Grant  focused  not  only  on  iden- 
tification and  treatment  of  lead-poisoned  chil- 
dren. but  also  community  education  and  lead 
poison  prevention.  Target  counties  are  Sumter. 
Marion  and  Marlboro.  This  year's  plan  includes 
door-to-door  screening  in  potentially  high  lead 
risk  neighborhoods  to  identify  children  not  pre- 
\ ioLisly  screened. 

Safe  Lead  Paint  Management  - The  Division 
of  Children's  Health  in  conjunction  with  the 


Bureau  of  Environmental  Health  and  the  Office 
of  External  Affairs  developed  a series  of  one-day 
workshops  for  residential  contractors  and  home 
remodelcrs  on  Safe  Lead  Paint  Management. 
The  workshops  were  held  in  Green\  ille,  Florence 
and  Columbia  in  March.  1994.  and  were  con- 
ducted by  staff  from  DHEC.  the  Department  of 
I.abor.  Licensing  and  Regulation,  and  the  South- 
ern Lead  Training  Consortium  housed  at  Geor- 
gia Tech  Research  Institute. 

Convnnnity  Initiatives  to  Promote  Healthy 
Behaviors 

Live-A-I)ay  for  Better  Health  is  the  largest 
ever  industry-government  joint  nutrition  edu- 
cation program,  and  the  first  nationwide  health 
promotion  program  focusing  specifically  on  the 
importance  of  fruits  and  vegetables  in  the  Amer- 
ican diet.  In  South  Carolina,  85  percent  of  adults 
do  not  consume  the  recommended  minimum  of 
fruits  and  vegetables.  More  than  half  of  the  ninth 
to  1 2th  graders  report  not  consuming  “any  fruits 
or  vegetables  yesterday.”  This  program  will  be 
implemented  by  DHEC's  Center  for  Health  Pro- 
motion in  collaboration  with  the  state  Nutrition 
Council,  an  umbrella  coalition  for  individu- 
als/organizations interested  in  nutrition,  and  pro- 
vide a common  focus  and  a common  message. 

Strike  Out  Stroke  - Strike  Out  Stroke,  a 
National  Heart.  Lung  and  Blood  Institute-fund- 
ed initiative,  focuses  on  building  the  capacity  of 
both  professional  staff  and  the  lay  community  to 
implement  stroke  prevention  initiatives  in  the 
hardest  hit  segment  of  the  population,  the  African 
American.  The  project  is  a collaborative  effort 
between  DHEC's  Center  for  Health  Promotion 
and  the  Office  of  Minority  Health. 

Tobacco  Use  in  South  Carolina  - Tobacco  use 
is  the  leading  preventable  cause  of  death  in  South 
Carolina.  About  100  citizens  die  from  smoking- 
related  diseases  each  week.  The  problem  starts 
with  middle  and  high  school-age  students  where 
estimates  show  that  more  than  64.000  middle  and 
high  school  students  use  tobacco  products.  The 
smoking  prevalence  rate  for  teenagers  is  increas- 
ing nationally  as  well  as  in  South  Carolina. 

We  urge  the  South  Carolina  Medical  Associa- 
tion to  join  with  us  in  advocating  for  stronger 
youth  access  policies  in  South  Carolina  that  will 
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not  criminalize  children  but  will  place  the  empha- 
sis on  unrestricted  accessibility  to  tobacco  prod- 
ucts that  children  cuirently  have  in  South  CiU'olina. 

Current  law  prohibits  the  sale  or  giving  of 
tobacco  products  to  minors.  However,  the  law  is 
not  being  enforced.  Counties  with  the  highest 
youth  smoking  prevalence  also  had  youth  report- 
ing the  easiest  accessibility  to  cigarettes.  Less 
than  three  percent  of  the  students  reported  that 
cigarettes  were  difficult  to  obtain. 

By  federal  government  mandate,  some  states 

1 


must  enforee  their  youth  access  laws  or  risk  los- 
ing federal  funds  for  substance  abuse  and  men- 
tal illness.  South  Carolina  could  lose  up  to  six 
million  dollars  annually  in  alcohol  and  drug 
abuse  prevention  and  treatment  monies  if  our  law 
is  not  enforced.  A bill  in  the  South  Carolina  Sen- 
ate (S.822)  would  require  merchants  selling 
tobacco  products  to  obtain  a license  and  estab- 
lish an  administrative  rather  than  judicial  system 
for  enforcing  the  youth  access  law. 

Douglas  E.  Bryant,  Commissioner 


SURGEONS:  COULD  YOU  USE  AN  EXTRA  $9,000? 


If  you’re  a resident  in  surgery,  the  Army 
Reserve  will  pay  you  a yearly  stipend  which 


could  total  in  excess  of  $9,000  in  the  Army 
Reserve’s  Specialized  Training  Assistance 
Program  (STRAP) . 

You  will  have  opportunities  to  continue 
your  education  and  attend  conferences,  and 
we  will  be  flexible  about  scheduling  the  time 
you  serve.  Your  immediate  commitment 
could  be  as  little  as  two  weeks  a year,  with  a 
small  added  obligation  later  on. 

Get  a maximum  amount  of  money  for  a 
minimum  amount  of  service.  Find  out  more 
by  contacting  an  Ai*my  Reserve  Medical 
Counselor.  Call: 


CALL  COLLECT 
803-741-1856  OR  803-741-1857 


ARMY  RESERVE  MEDICINE.  BE  ALL  YOU  CAN  BE: 


RESOLUTIONS 


SUBMn'THI)  BY:  Lexington  Metlical  Associ- 
ation 

SUB.IHCT:  SIXOND-HANI)  SMOKE 

WHEREAS;  The  landmark  1993  U.  S.  Envi- 
ronmental Protection  Agency  (EPA)  report  esti- 
mates about  53.()()0  non-smokers  die  each  year 
from  exposure  to  environmental  tobacco  smoke 
(ETS);  and, 

WHEREAS;  The  EPA  has  classified  ETS  in  its 
most  dangerous  category  of  caneer-eausing  sub- 
stances, along  with  asbestos  and  benzene;  and, 

WHEREAS;  The  American  Medical  Associa- 
tion has  issued  a report  that  supports  the  EPA 
classification  of  environmental  tobacco  smoke 
as  a carcinogen;  and, 

WHEREAS;  Simple  separation  of  smokers  and 
non-smokers  within  the  same  airspace  may 
reduce,  but  not  eliminate,  exposure  to  environ- 
mental tobacco  smoke;  and, 

WHEREAS;  Young  children  are  especially  vul- 
nerable to  the  effects  of  ETS;  and, 

WHEREAS;  OSHA  is  now  planning  to  com- 
pose work  place  smoking  rules;  and, 

WHEREAS;  Seventy-five  percent  of  South  Car- 
olinians do  not  smoke;  therefore,  be  it 

RESOLVED;  That  the  South  Carolina  Medi- 
cal Association  asks  that  all  state  buildings, 
including  athletic  facilities  be  declared  smoke- 
free. 

SUBMITTED  BY:  South  Carolina  Chapter  of 
the  American  Academy  of  Pediatrics 
SUBJECT:  1988  CLINICAL  LABORA- 

TORY IMPROVEMENT 
AMENDMENTS 

WHEREAS;  CLIA  legislation  is  intended  to 
improve  access  to  quality  and  timely  laborato- 
ry studies;  and, 

WHEREAS;  CLIA,  as  currently  implemented, 
fails  to  meet  the  purpose  of  the  legislation  and 
in  fact  impedes  the  delivery  of  quality  and  time- 
ly primary  care;  and, 

WHEREAS;  The  agencies  responsible  for  the 
implementation  of  CLIA  show  little  under- 


standing and  desire  to  meet  the  needs  of  a pri- 
mary care  physician's  laboratory  and  have  not 
responded  to  requests  for  regulatoi7  relief;  there- 
fore, be  it 

RESOLVED;  That  the  South  Carolina  Medi- 
cal Association  use  its  resources  to  work  toward 
the  repeal  of  CLIA. 

SUBMITTED  BY:  South  Carolina  Dermato- 
logical Association 

SUBJECT:  DIRECT  ACCCESS  TO 

DERM ATOLOOICAL 
CARE 

WHEREAS;  Major  changes  are  taking  place  in 
the  health  care  system;  and, 

WHEREAS;  Many  of  the  health  system  reform 
proposals  currently  being  discussed  in  Wash- 
ington support  the  concept  of  managed  care;  and, 
WHEREAS;  Efforts  to  reform  the  American 
health  care  system  are  likely  to  emphasize  man- 
aged care  systems  that  rely  upon  primary  care 
physicians  as  first  contact  or  gatekeepers;  and, 
WHEREAS;  Little  hard  data  exists  to  support 
the  gatekeeper  concept  as  being  the  most  cost 
effective  method  of  health  care  delivery;  and, 
WHEREAS;  Estimated  costs  increase  up  to  3 1 
percent  if  patients  are  required  to  see  a gatekeeper 
before  referral  to  specialist;  and, 

WHEREAS;  Dennatologic  disease  accounts  for 
seven  percent  of  all  patient  visits  to  physicians 
and  for  two  billion  in  economic  loss;  and, 
WHEREAS;  Dermatologists  who  are  board  cer- 
tified undergo  three  years  of  intensive  training 
in  skin  disease  and  are  best  qualified  to  diagnose 
and  treat  common  skin  disorders;  and, 
WHEREAS;  Demiatologists  have  shown  to  pro- 
vide cost-effectice  high  quality  care;  therefore, 
be  it 

RESOLVED;  That  the  South  Carolina  Medi- 
cal Association  support  the  concept  of  direct 
patient  access  to  dermatologists  who  shall  be  des- 
ignated as  the  patient’s  primai^  care  provider  for 
all  dermatological  diseases,  including  those  of 
skin,  hair  and  nails. 
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SUBMITTED  BY:  Joy  Anglea,  MD 

(Greenville),  Stoney  Abererombie,  MD  (Green- 
wood). Douglas  C.  Appleby,  MD  (Greenville), 
Milton  S.  Costa,  MD  (Charleston),  Jeffrey  L. 
Deal,  MD  (Charleston),  Lance  A.  Duvall,  MD 
(Georgetown),  James  Stacey  Hicks,  MD  ( Rock 
Hill),  Jim  F.  Hicks,  MD  (Greemille),  Woodrow 
W.  Long,  MD  (Greenville),  Jean  Saito,  MD 
(Greenville),  Conrad  Shuler,  MD  (Seneca),  G. 
Steven  Suits,  MD  (Spartanburg),  Thomas  Wes- 
sel,  MD  (Grreenville)  Brian  C.  Wilson,  MD 
(Rock  Hill) 

SUBJECT:  SCHOOL-BASED  AND 

SCHOOL-  LINKED  CLINICS 

WHEREAS;  Sexually  transmitted  disease  and 
pregnancy  are  serious  problems  among  South 
Carolina  teenagers;  and, 

WHEREAS;  It  is  generally  acknowledged  that 
teenagers  need  to  be  effectively  taught  how  to 
avoid  these  problems;  and, 

WHEREAS;  Both  the  President  of  the  United 
States  and  the  Surgeon  General  have  encouraged 
the  establishment  of  school-based  clinics  as  one 
way  to  deal  with  these  problems  on  national  and 
local  levels;  and, 

WHEREAS;  School-based  and  school-linked 
clinics  have  been  used  to  provide  a full  range  of 
health-related  services,  but  have  especially 
emphasized  contraceptives,  referral  for  repro- 
ductive services,  and  prenatal  care;  and. 

WHEREAS;  Peer-reviewed  research  has  thus 
far  failed  to  show  that  school-based  and  school- 
linked  clinics  reduce  teen  pregnancy  or  sexual- 
ly transmitted  disease  rates,  but,  in  some  cases, 
pregnancy  rates  actually  increased  with  similar 
family  planning  programs;  and, 

WHEREAS;  The  average  budget  of  an  indi- 
vidual school-based  or  school-linked  clinic  is 
greater  than  $1()().()()0  annually,  mostly  derived 
from  public  funds;  and, 

WHEREAS;  Public  funds  are  already  desper- 
ately needed  to  provide  a better  academic  edu- 
cation for  our  South  Carolina  youth;  and. 
WHEREAS;  Other  much  less  expensive  school 


programs  that  discourage  teenage  sexual  activ- 
ity have  already  been  proven  to  be  much  more 
effective  in  reducing  teen  pregnancy  rates;  and, 

WHEREAS;  In  many  cases  health  care  services 
are  provided  by  school-based  and  school-linked 
clinics  without  parental  knowledge  or  consent, 
thus  subverting  any  available  parental  authori- 
ty or  guidance;  and, 

WHEREAS;  School-based  and  school-linked 
clinics  also  interfere  with  the  continuity  of  care 
available  to  students  through  their  primary  care 
physicians;  therefore,  be  it 

RESOLVED;  That  the  South  Carolina  Medi- 
cal Association  is  opposed  to  the  establishment 
of  school-based  and  school-linked  clinics  in  the 
public  schools  of  South  Carolina. 

SUBMITTED  BY:  The  Medical  Aspects  of 
Sports  Committee 

SUBJECT:  CERTIFICATION  IN  CAR- 

D I O - P U L M ()  N A R Y 
RESUSCITATION 

WHEREAS;  Many  South  Carolinians  are  par- 
ticipating in  organized  sports  activities  through- 
out the  year;  and. 

WHEREAS;  These  sports  activities  are  super- 
vised by  well-meaning  and  interested  individu- 
als and  groups;  and, 

WHEREAS;  Any  and  all  of  these  participants 
and  advisors  are  at  risk  for  injury,  both  mild  and 
catastrophic;  and. 

WHEREAS;  The  coaches,  supervisors  and  other 
advisors  to  these  organized  sports  activities 
should  be  well-trained  in  the  matters  pertaining 
to  the  respective  sports  activity;  therefore,  be  it 

RESOLVED;  That  the  South  Carolina  Medi- 
cal Association  endorse  the  requirement  that  a 
minimum  of  one  individual  per  team,  who  is  cer- 
tified in  the  currently  recommended  method  of 
closed  cardio-pulmonary  resuscitation,  be  pre- 
sent at  all  sports  activities,  whether  practice  or 
competition,  sponsored  by  any  recognized  or 
other  sponsoring  organization  in  the  state  of 
South  Carolina. 
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AIVIA  SPECIAL  (;UES T:  LONNIE  R.  BRISTOW,  M.  I). 
CHAIRMAN  OE  THE  AMA  BOARD  OE  TRUSTEES 


Lonnie  R.  Brislow,  Ml),  an  internist  from  San 
Pablo,  Calilornia,  was  eleeted  to  the  AMA  Board 
ol  'Piiistees  in  I dS5.  He  is  eiirrently  ehairman  of 
the  board  and  the  Exeeutive  Committee.  He  bad 
served  as  viee  ehair  from  1992  to  1993,  as  a 
member  ol'the  Exeeutive  Committee  from  1 990 
and  as  an  AMA  eommissioner  to  the  JCAHO 
from  1990  to  1993.  His  serviee  on  the  AMA  Edu- 
eation  and  Researeh  Eoundation  ineludes  serv- 
ing I'irst  as  its  seeretary-treasurer  from  1986  to 
1 988  and  then  as  its  president  from  1 988  to  1 990. 

Before  his  eleetion  to  the  board  in  June  of  1 985, 
Dr.  Bristow  .served  as  an  alternate  delegate  sinee 
1978  and  as  a delegate  sinee  1981  to  the  AMA 
House  of  Delegates  from  the  Ameriean  Soeiety 
of  Internal  Medieine.  In  1 979,  he  beeame  a mem- 
ber of  the  AMA’s  Couneil  on  Medieal  Serviee, 
whieh  he  ehaired  from  1 983  until  his  eleetion  to 
the  Board  of  Trustees. 

Dr.  Bristow  has  long  been  aetive  in  organized 
medieine.  Among  the  positions  he  has  held  are 
chair  of  the  Section  on  Internal  Medicine  of  the 
California  Medical  Association  and  president  of 
the  California  Society  of  Internal  Medicine  and 
later,  the  presidency  of  the  American  Society  of 
Internal  Medicine.  He  was  also  honored  in  1977 
by  his  election  to  membership  in  the  Institute  of 
Medicine  of  the  National  Academy  of  Sciences. 
His  service  in  the  professional  community  has 
been  and  continues  to  be  diverse  as  illustrated  by 
his  appointment  to  serve  on  the  Institute  of 
Medicine's  Committee  on  the  Effects  of  Medi- 
cal Professional  Eiability  of  the  Delivery  of 
Maternal  and  Child  Health  Care  from  1987  to 
1989,  his  appointment  by  the  Surgeon  General 
to  serve  on  the  Federal  Interagency  Committee 
on  Smoking  and  Health  in  1 988,  and  his  appoint- 
ment by  the  Secretary  of  Health  and  Human  Ser- 
vices to  serve  on  both  the  Center  for  Disease 
Control's  HIV  Prevention  Advisory  Committee 
and  the  1989  Quadrennial  Advisory  Council  on 
Society  Security. 

Born  April  6,  1930,  Dr.  Bristow  received  his 
BS  degree  from  the  College  of  the  City  of  New 
York  in  1953  and  his  MD  degree  in  1957  from 


New  York  University  College  of  Medicine.  He 
completed  his  internship  in  1958  at  San  Fran- 
cisco City  and  County  Hospital  and  served  his 
residency  in  internal  medicine  at  U.S.V.A.  Hos- 
pital, San  Francisco,  Francis  Delafield  Hospital 
(Columbia  University  Service)  New  York  City, 
and  U.S.V.A.  Hospital,  Bronx,  New  York.  In 
1 98 1 he  completed  a residency  in  occupational 
medicine  at  the  University  of  California,  San 
Francisco,  School  of  Medicine.  Dr.  Bristow  is  a 
diplomate  of  the  American  Board  of  Internal 
Medicine  and  a fellow  of  the  American  College 
of  Physicians.  He  is  on  the  staff  of  Brookside 
Hospital,  San  Pablo,  California. 

Dr.  Bristow  has  written  and  lectured  extensively 
on  medical  science  as  well  as  on  socioeconom- 
ic and  ethical  issues  related  to  medicine.  He  has 
served  as  a reviewer  for  the  Journal  of  the  Amer- 
ican Medical  Association  and  on  the  editorial 
advisory  boards  of  three  other  publications, 
including  Medical  World  News.  Dr.  Bristow  and 
his  wife,  Marilyn,  reside  in  Walnut  Creek,  Cal- 
ifornia, and  are  the  parents  of  two  children. 
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OF  IDEALS  AND  HEROES 

The  chief  ideal  of  the  American  people  is  idealism. 

— Calvin  Coolidge 

The  chief  business  of  the  American  people  is  business. 

— Calvin  Coolidge 


Capitation.  Economic  crcdentialing.  Managed 
competition.  Veitical  integration.  HMOs,  HPOs, 
PPOs.  These  are  but  some  of  the  buzzwords  that 
comprise  today’s  lexicon  of  medicine.  Whoops 
— it’s  not  “medicine”  anymore. . . it’s  “health- 
care” (one  word,  mind  you).  Physicians?  Well, 
we’re  somewhere  in  the  ranks  of  “healthcare 
providers.”  The  medical  profession?  Our  annu- 
al meeting  reminds  us  to  take  its  definition  seri- 
ously. 

That  the  structure  of  American  medical  prac- 
tice, the  business  arrangements  through  which 
we  earn  our  livings,  will  change  rapidly  is  beyond 
dispute.  But  the  structure  of  American  medical 
practice  has  changed  before  and  physicians  have 
emerged  all  the  better  for  the  changes.'  What 
seems  less  clear  is  the  continued  survival  of  the 
medical  profession  as  we  have  known  it.  Yet 
paradoxically,  we  have  more  control  over  the  lat- 
ter than  the  former.  We  cannot  stipulate  exact- 
ly how  physicians  will  function  within  the  fab- 
ric of  society.  But  we  can  indeed  stipulate  who 
we  are,  what  we  stand  for,  and  how  we  relate  to 
one  another. 

In  recent  months.  I’ve  had  the  chance  to  dis- 
cuss this  issue — the  identity  of  the  medical  pro- 
fession— with  colleagues  in  various  forums.  One 
refrain  is  that  we  need  to  promote  the  idea  of  a 
“brotherhood  of  physicians”  or,  to  be  gender-sen- 
sitive, a “kinship  of  physicians.”  It’s  a worthy  aim 
and  one  best  achieved  within  organized 
medicine.  However,  any  meaningful  kinship 
among  physicians  is  likely  to  be  strained  by  ris- 
ing tensions  between  generalists  and  specialists. 

In  1817,  the  South  Carolina  State  Legislature 


accepted  as  qualified  to  practice  medicine  any 
graduate  from  a chartered  medical  school.  This 
established  a precedent  that  became  the  norm  in 
the  United  States.  Both  the  medical  profession 
and  organized  medicine  developed  in  and  around 
the  context  of  general  practice.  This  was  in  shaip 
contrast  to  what  happened  in  Northern  Europe, 
where  the  medical  profession  was  historically 
divided  and  given  to  pecking  orders.  However, 
this  century’s  accelerated  development  of  spe- 
cialism, subspecialism,  and  even  sub-subspe- 
cialism has  strained  such  unity  as  once  existed 
in  American  medicine.  Thus  by  197 1 , a critical 
historian  could  say  that  “the  physician  has  rapid- 
ly become  not  a core  of  medical  care  but  only  a 
cog  in  a complex  system”  and  that  the  “fractional 
role  for  physicians  is  emphasized  in  the  physi- 
cians’ own  proclivity  to  uncoordinated  special- 
ization.”- Today,  there  is  a mandate  to  reverse 
this  trend.  And  yet. . . 

And  yet  it  is  unclear  how  changing  the  gener- 
alist:specialist  ratio  will  affect  the  identity  of  the 
medical  profession  and  our  relationships  to  one 
another.  A worst  case  scenario  holds  that  the  role 
of  generalist  physicians  will  be  largely  subsumed 
by  nurse  practitioners  while  that  of  specialist 
physicians  will  be  largely  subsumed  by  techni- 
cians. Medicine  as  we  have  known  it  would  dis- 
solve, and  the  notion  of  a “kinship  of  physicians” 
would  be  untenable.  The  best  case  scenario,  on 
the  other  hand,  is  that  the  medical  profession  will 
remain  intact  and  that  we  will  find  new  ways  to 
support  each  other  from  positions  of  mutual 
respect. 

The  purpose  of  this  editorial  is  to  support  the 
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itlcal  ol  a kinship  ol  physicians  and  to  encour- 
age llic  coining  generation  to  find  tlie  lieroes  nec- 
essary todel'end  it.  Admittetlly.  the  very  notions 
ol  idealism  ami  heroism  are  suspect.  II.  I.. 
Mencken  calleil  idealism  the  “chiel'curse  of  the 
world.”  arguing  that  people  “get  into  trouble  by 
taking  their  visions  and  hallucinations  too  seri- 
ously.” Mencken  similarly  declaretl  that  the  “set- 
ting up  of  heroes”  is  “mainly  bogus.”  I lowever. 

1 do  not  hear  such  cynicism  I'rom  medical  stu- 
dents and  younger  physicians,  d’hey  are  as  ide- 
alistic as  their  precedessors — perhaps  even  more 
so.  Our  task  is  to  spur  them  on  toward  a bright 
ruture  tor  medicine  in  the  2 1 st  century. 

In  the  history  of  medicine  it  is  possible  to  iden- 
tify epochs  with  heroes  who  symbolized  the  best 
of  what  we  are  about.  One  thinks  of  Hippoerates 
and  Galen,  of  Paracelsus  and  Pare,  of  Harvey  and 
Sydenham,  of  Hunter  and  Jenner,  and — more 
recently — of  William  Osier.  A century  ago.  Osier 
somehow  reassured  the  public  that  scientific 
medicine  retained  its  deep  humanitarian  roots. 
Simultaneously,  he  worked  hard  to  promote  unity 
and  harmony  throughout  the  profession  of 
medicine.  It  is  reassuring  to  note  that  Osier,  like 
us.  experienced  pangs  of  ambivalence  on  the 
issue  of  generalism  versus  specialism.  It  is  also 
reassuring  to  note  that  his  life  exemplifies  the 
stereotypical  “hero  adventure”  open  to  all  of  us. 

The  late  Joseph  Campbell  described  the  great 
hero  adventures  of  song  and  story  as  variations 
upon  a common  theme  which  he  called  the 
“monomyth”  (Figure  1 ).^  An  ordinaiy  person  liv- 
ing in  his  hut  (e.g..  Bilbo  Baggins)  or  castle  (e.g., 
the  prince  of  most  fairy  tales)  is  called  to  adven- 
ture by  a mysterious  figure  who  stays  with  him 
as  a shadow  presence.  Crossing  the  threshold  of 
adventure  into  the  dark  realm  of  the  unknown, 
the  hero  finds  one  or  more  helpers  and  faces  a 
series  of  tests  prior  to  a supreme  ordeal  (e.g..  the 
dragon).  If  he  survives  the  ordeal,  he  obtains  an 
elixir  with  restorative  power  which  he  brings 
back  to  his  former  everyday  world.  Society  is 
thereby  redeemed.  Campbell  argued  that  this 
pathway  is  open  to  everyone.  To  sueceed,  we 
must  take  risks,  find  helpers,  face  our  dragons. 
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PASSAGE  TO 
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Fi}»ure  1.  The  prototypical  hero,  called  to  adventure, 
must  lace  a supreme  ordeal  in  order  to  brin>>  back  a 
rest<»rative  elixir  to  society  (after  Caniphell'). 


and  bring  back  our  elixirs. 

Is  the  same  not  also  true  of  professions?  We  are 
indeed  called  to  adventure,  to  leave  what  seemed 
until  recently  to  be  our  safe  castle.  Our  shadow 
presence  is  our  heritage,  our  pride  and  convic- 
tion that  the  medical  profession  stands  tor  much 
more  than  a way  to  make  a living.  Yet  we  must 
heed  the  voices  of  those  in  other  disciplines,  for 
they  are  our  potential  helpers.  At  .some  future 
date,  perhaps  in  some  post-Clinton  administra- 
tion, we  may  yet  face  something  kin  to  a supreme 
ordeal — a test  of  our  veiy  survival.  The  elixir  that 
we  should  bring  back  to  society  is  the  notion  of 
a united  medical  profession  dedicated  to  the 
delivery  of  compassionate  yet  thoroughly  sci- 
entific medicine.  But — as  we  are  reminded  each 
year  at  the  annual  meeting — we  must  embark  on 
our  Journey  united  by  a .sense  of  common  pur- 
pose. None  of  us  can  afford  to  stand  apart.  We 
must  all  participate. 

CSB 
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Thornton  & Thome  give  the  medical  community  something  to  think  about  this  month. 


URGENT  MESSAGE  TO  FEMALE 

PHYSICIANS 


ELIMINATION  OF  UNISEX  RATES 
WILL  INCREASE  YOUR  DISABILITY 
INSURANCE  PREMIUMS 

You  are  going  to  pay  sharply  increased 
premiums  for  disability  insurance  unless 
you  act  quickly.  The  reason  is  that 
companies  are  changing  from  unisex 
rates  to  gender  based  rates.  Gender 
based,  or  sex-distinct,  rates  means 
higher  premiums  for  females. 

Some  companies  have  already  made 
this  change.  Most  of  the  others  will  be 
doing  so  between  now  and  the  end  of 
1994. 

You  should  act  now  to  lock  in  the 
current  rates.  If  you  buy  your  policy 
before  a company  implements  this 
pricing  change,  you  can  save  thousands 
of  dollars  over  the  life  of  the  policy.  You 
can  achieve  this  because  premiums  for 


noncancelable  policies,  once  issued, 
cannot  be  increased  prior  to  age  65. 

Rates  for  male  and  female  insureds 
have  been  the  same  for  approximately 
the  last  decade.  However,  claims 
experience  for  females  has  been  worse 
than  for  males. 

A March  28th  Wall  Street  Journal  article 
quoted  a report  from  Milliman  & 
Robertson,  an  actuarial  consulting  firm. 
The  report  showed  that  in  1985,  35  year 
old  men  filed  10.71  claims  per  1,000 
insured  lives  compared  with  30.96  for 
women  of  the  same  age.  Most 
companies  have  experienced  increasing 
claims  since  1985  so  the  disparity  today 
is  presumably  even  worse. 

The  disability  insurance  marketplace  is 
dominated  oy  only  a few  companies. 
Once  a major  company  introduces  a 
significant  change,  the  others  are  forced 
to  follow  to  avoid  adverse  selection. 


Provident  Life  & Accident  introduced  a 
policy  with  sex  distinct  rates  last  fall 
Northwestern  Mutual  is  introducing 
policies  with  gender  based  rates  right 
now.  Paul  Revere,  UNUM,  and 
Guardian  have  filed  for  state  approvals. 
It’s  just  a matter  of  time  until  all  major 
companies  use  sex  distinct  rates. 

How  significant  is  the  increase?  While 
it  varies  from  company  to  company,  one 
major  company  charges  a 45  year  old 
female  physician  $3,600  per  year 
compared  to  $2,600  for  her  male 


counterpart  for  a policy  with  the  same 
features  and  benefits. 

SCMA  members  receive  a 25% 
premium  discount  on  policies  issued  by 
Connecticut  Mutual.  Males  and  females 
currently  pay  the  same  premium. 

Return  the  response  form  to  see  how 
you  can  lock  in  your  savings. 

Views  expressed  herein  are  those  of  the  authors  and  in 
no  way  represent  SCMA. 


MAIL  RESPONSE  TO:  Carolina  Physicians  Advisory  Service 

Post  Office  Box  688 
Columbia,  SC  29202-0688 

Name  Specialty 

Address  City  Zip 

Have  you  used  tobacco  in  the  past  1 2 months?  YES NO 

DOB  SEX  MONTHLY  BENEFIT  DESIRED  $ 


Views  expressed  herein  are  those  of  the  authors  only  and  in  no  way  represent  the  SCMA.  We  do  not  give  tax  advice.  Only 
your  attorney  and  accountant  are  qualified  to  do  so. 


Carolina  Physicians 
Advisory  Service 


Billy  M.  Thornton 
John  T.  Thorne 


SciTiin^  the  iiieiiihers  of  the  South  (Stro/iiiu  .MetUcal  (Jomiiuiuity. 
P O.  Box  688  • Columbia,  SC  29202  • (803)  254-0002  • Fax  (803)  765-2403 


1 -800-742-3669 


Oh  wc  Coi'cr: 


THE  HEADQUARTERS  OF  THE 

SOUTH  CAROLINA  MEDICAL  ASSOCIATION 


In  the  early  days  of  the  South  Carolina  Medi- 
cal Association,  the  headquarters  were  located 
in  the  home  or  office  of  the  recording  secretary; 
so  in  1910,  the  headquarters  moved  to  the  home 
of  Dr.  and  Mrs.  Edgar  A.  Hines  in  Seneca. 

By  1916,  it  was  obvious  that  more  space  and 
more  accessibility  were  needed  and  the  office 
was  moved  to  larger  quarters  in  the  business  dis- 
trict of  Seneca.  On  October  26,  1937,  the  new 
offices  pictured  on  this  month’s  cover  were 
opened.  This  building  presented  “an  enviable 
appearance  worthy  of  the  great  organization”  for 
which  it  stood.  The  library  housed  one  of  the 
largest  collections  of  medical  books  in  South 
Carolina,  approximately  2,000  volumes,  100  cur- 
rent medical  journals,  and  the  entire  series  of  the 
Index  Catalogue  of  the  Surgeon  General’s 
Library  {now  the  National  Library  of  Medicine) 
in  Washington.  Through  the  efforts  of  Dr.  Hines, 
all  the  records  of  the  Association  from  its  found- 
ing on  February  14,  1848,  were  compiled  and 
housed  in  a fireproof  safe. 

The  article  ended  with: 

A cordial  invitation  is  extended  to  every  mem- 
ber of  the  South  Carolina  Medical  Association 


Figure  1.  Home  of  Dr.  Hines:  Headquarters  1910- 
1916. 


to  visit  the  Headquarters  at  Seneca.  The  latch 
string  hangs  out  always  and  is  very  easy  on 
the  trigger. 


Betty  Newsom 

The  Waring  Historical  Library 


referf:nce 

Hines,  Edgar  A.  “The  Headquarters  of  the  South  Carolina 
Medical  Association.”  JSCMA,  v.34,  1938. 
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^ ^ Alliance  Pa^e 

RKPOR T OF  I HK  SCMA  ALLIANCP:  TO  THK 

1994  SCMA  housp:  OF  i)p:it:gatp:s 

The  South  Carolina  Medical  Association  Alliance:  Physicians’  Spouses  Dedicated  to  the  Health 
of  South  Carolina.  A new  name  has  brought  new  opportunities  to  strengthen  and  reaffirm  our  unique 
partnership  in  medicine  with  our  spouses  and  our  commitment  to  promoting  better  health  for  all  South 
Caudinians.  'Phis  historical  moment  occurred  in  April  during  our  Convention  when  it  was  voted  unan- 
imously to  follow  our  national  organization,  American  Medical  Association  Alliance,  in  adopting  the 
new  name  and  tag  line. 

Most  all  of  our  organized  counties  have  chosen  to  follow  the  lead  of  SCMA  Alliance  in  adopting 
the  new  name  change  to  become  an  alliance. 

This  year  the  goals  and  strong  purpose  of  this  organization  have  been  shown  throughout  our  state 
by  the  evidence  of  commitment  to  the  most  innovative  and  effective  programs  as  well  as  continuing 
the  support  for  medical  education  that  continues  to  grow  more  each  year. 

The  emphasis  on  membership  was  to  promote  friendships  with  both  old  as  well  as  new  potential 
members  Our  theme  — MAKE  NEW  ERIENDS,  BUT  KEEP  THE  OLD,  FOR  ONE  IS  SIL- 
VE!R  AND  THE  OTHER  IS  GOLD  — has  had  a tremendous  impact  on  our  counties.  Promoting 
good  will  and  support  for  physicians  families  has  always  been  a priority. 

At  the  request  of  the  SCMA,  the  Alliance  voted  at  the  last  House  of  Delegates  meeting  to  have  a 
trial  year  for  a optional  county  central  billing  system.  Seven  counties  participated  in  this  trial  system. 
It  will  be  evaluated  before  the  next  House  of  Delegates  meeting  and  decide  if  it  will  become  a per- 
manent option. 

We  have  seen  many  changes,  experienced  challenges  and  faced  many  issues  throughout  the  year. 
Some  of  the  greatest  changes  are  coming  as  a result  of  legislation  with  the  changing  of  medicine  through 
Healthcare  Reform.  We  saw  the  need  to  become  better  advocates  and  we  responded  by  holding  a Leg- 
islative Workshop  on  September  22,  1993,  “Public  Policy  Advocacy.”  Voter  registration  was  also 
stressed  in  every  county  by  the  state  legislative  chairmen. 

On  February  23,  1994  we  also  participated  in  “A  DAY  WITH  LEGISLATORS”  in  which  many  rep- 
resentatives from  the  Alliance  volunteered  in  the  Legislators  offices  answering  phones,  working  as 
a page  or  whatever  their  staff  requested.  The  effort  was  a success  with  all  representatives  as  well  as 
gaining  a positive  response  from  the  office  staff. 

Our  Alliance  representative  on  the  SOCPAC  Board,  Skippy  Adkins,  has  in\  ited  and  encouraged 
all  alliance  members  to  become  a member  of  SOCPAC. 

A program  that  has  received  high  reviews  is  the  Mini-Internship.  State  and  local  leaders  have  the 
opportunity  to  spend  one  or  two  days  with  physicians  experiencing  the  doctor/patient  relationship 
first  hand.  This  program  puts  community  leaders  in  hospital  emergency  rooms,  operating  rooms,  and 
offices  to  address  health  care  concerns.  All  those  that  have  participated  have  come  away  with  a renewed 
respect  for  doctors  and  a realization  that  there  are  no  simple  health  care  solutions. 

Our  AMA-ERF  Foundation  has  been  very  active  throughout  the  counties  as  we  continue  to  grow 
each  year.  The  most  successful  fundraiser  continues  to  be  the  Sharing  Card,  which  generates  over  half 
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of  the  total  Alliance  contrihutions  each  year.  Over  $3().()()()  to  date  has  been  raised  this  year.  The  state 
alliance  is  sponsoring  a drawing  for  a “$500  Shopping  Spree"  to  the  place  of  your  choice.  Chances 
have  been  sold  throughont  each  county  and  the  lucky  winner  will  be  drawn  in  April  at  Convention. 
All  monies  for  AMA-ERF  will  be  presented  to  the  two  medical  schools  at  the  SCMA  House  of  Del- 
egates. 

Counties  are  competing  against  each  other  as  they  collect  “Change  for  the  Future.”  Piggy  banks, 
decorated  with  AMA-ERF  stickers,  were  provided  to  each  county  and  were  passed  at  each  meeting. 
The  alliance  collecting  the  most  change  will  win  a silver  pig  in  April  at  Convention.  The  state  pres- 
ident carried  a piggy  bank  with  her  as  she  visited  the  counties,  asking  that  the  change  she  collected 
go  to  the  Student  Assistance  Fund. 

Fourteen  $ 1 200  scholarships  were  awarded  jointly  by  South  Carolina  Medical  Association  Alliance 
and  the  South  Carolina  Institute  for  Medical  Education  and  Research. 

Since  1982.  104  students  have  received  scholarships  totalling  $95,000  from  the  SCMAA  and  SCIMER. 

The  fall  and  spring  issues  of  South  Carolina  Alliance  News  have  been  published  and  sent  to  all  alliance 
members  in  the  state.  This  newsletter  highlights  all  functions  held  by  the  alliance,  as  well  as  Palmetto 
Presidents  Profiles  of  all  counties,  articles  by  the  SCMA  President,  health  related  articles  and  many 
other  items  of  interest. 

One  of  the  main  concerns  of  health  promotion  continues  to  be  the  Campaign  Against  Family  Vio- 
lence. Many  counties  support  homes  and  facilities  where  women  and  children  go  for  help  and  safe- 
ty. Many  projects  and  programs  have  been  implemented  to  bring  the  awareness  to  the  communities 
and  the  need  for  the  help  and  support  many  need.  Also,  a state  health  project  “FREE  TO  BE  ME” 
was  implemented  into  the  middle  schools  to  promote  .self-esteem  and  resist  peer  pressure.  Small  posters 
were  placed  in  each  classroom  and  a sticker  was  presented  to  each  student  to  wear  as  a badge  of  courage 
to  feel  that  they  can  be  free  to  be  themselves  and  make  the  right  choices.  One  county  identified  the 
need  for  information  that  would  assist  battered  women  to  find  help  in  their  time  of  need.  The  Alliance 
responded  with  the  development  of  a sticker  that  could  be  placed  in  the  shoes  containing  telephone 
numbers  of  the  local  and  national  crisis  center.  These  stickers  were  first  placed  in  the  restrooms  of 
the  local  emergency  room.  We  continued  support  and  participation  in  the  Red  Ribbon  Campaign  as 
well  as  continued  distribution  of  the  Teen  Direct  Fine  cards  into  any  county  requesting  them.  This 
year  we  have  developed  the  first  state  Health  Promotion  Award  for  the  county  with  the  most  worthy 
health  project.  A monetary  award  will  be  given  at  Convention  in  April. 

The  medical  alliance,  in  conjunction  with  the  Kellogg  Foundation,  facilitated  the  opportunity  for 
the  children  of  South  Carolina  to  have  a voice  in  changing  the  state's  child  welfare  system.  The  alliance 
wanted  to  give  every  child  who  resides  in  a foster  home,  group  home,  or  institution  an  opportunity 
to  express  their  thoughts  on  “If  I had  it  my  way.”  On  Februaiy  26,  1 994  the  alliance  sponsored  a statewide 
“Expression  Day”  at  worksites  in  the  organized  counties  for  those  who  wanted  some  assistance.  We 
asked  the  children  to  submit  essays,  tapes,  songs,  paintings,  or  other  mediums  and  share  thoughts  and 
feelings  to  the  alliance  members.  If  they  could  not  attend  the  “Expression  Day”,  they  could  mail  in 
their  entries  to  the  Department  of  Social  Services  in  Columbia.  A media  day  is  planned  for  sometime 
in  April  during  Child  Protection  Month  at  a site  where  all  art  work  will  be  displayed.  Government 
and  state  officials,  as  well  as  dignitaries  will  be  invited  to  attend. 

The  SCMA  Alliance  co-sponsored  the  School  Nurse  Council  of  the  South  Carolina  Nurses  Asso- 
ciation. The  state  president  attended  and  thanked  them  for  all  their  dedicated  work. 

The  SCMA  Alliance  was  represented  at  the  AMA  Alliance  Annual  Convention  and  at  Connuence 
I and  Continence  II. 

Convention  1994  will  be  held  in  conjunction  with  the  SCMA  Convention.  Although  it  will  be  held 
during  the  same  time,  it  will  not  be  held  at  the  Omni  Hotel  for  reason  of  space.  The  SCMA  Alliance 
Convention  will  be  held  at  the  Hawthorn  Suites  in  the  heart  of  the  Market  Place  on  Church  Street,  a 
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rive-miniitc  walk.  I'roni  the  Omni.  Special  guest.s  will  include  Carole  Loiigheed,  AMA  Alliance  Field 
Director,  and  Mildred  daylor,  SMA  Auxiliary  President.  County  Presidents  will  display  their  pro- 
grams and  projects  during  the  “Eiixhibit  Walk.” 

I'he  SCMA  Alliance  expresses  gratitude  for  the  support  and  guidance  during  this  most  successful 
year.  Our  sincere  thanks  to  Dr.  Fid  Catalano,  Dr.  Nelson  Weston,  and  the  entire  Board  of  Trustees  for 
the  opportunity  to  serve  beside  you  and  with  you.  I'hank  you  for  the  opportunity  to  attend  the  board 
meetings,  as  well  as  have  the  honor  of  serving  on  eight  ,SCMA  committees.  'Fhank  you  for  the  priv- 
ilege to  submit  a monthly  alliance  page  in  The  Joiimal  oj  the  South  Carolina  Meclieal  Assoeiation. 
We  express  appreciation  to  Bill  Mahon  and  Barb  Whittaker  for  their  continued  assistance  and  sup- 
port. A tremendous  thank  you  goes  to  Cathy  Boland,  Staff  Director,  for  her  tireless  support  and  gen- 
erous nature,  and  to  the  entire  staff  for  their  friendship,  support,  assistance  and  dedicated  work  toward 
making  this  a year  to  remember. 

This  year  has  been  one  of  opportunity  and  challenge  in  preparing  for  the  future  of  medicine  and 
health  care.  We  have  committed  ourselves  this  year  to  help  shape  tomorrow  and  together  we  will  be 
prepared  to  meet  whatever  the  future  holds.  We  know  that  when  people  reach  out  beyond  their  own 
world  to  serve  others,  they  have  a stronger  bond  to  that  cause.  We  have  been  blessed  by  each  indi- 
\ idual  giving  the  gift  of  themselves  through  their  dedicated  and  committed  service. 

Betty  Hester  (Mrs.  William  H.  Hester) 

SCMA  Alliance  President 
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EXHIBITORS  1994 


BOOTH  COMPANY  BOOTH  COMPANY 

NUMBER  NUMBER 


48,49 

Abbot  Laboratories 

17 

Medical  Services  of  America,  Inc. 

1 

Alliance  for  a Smoke  Free  S.  C. 

36 

Medicare  Part  B 

34 

Alpha  Therapeutic  Group 

6 

Merck  Human  Health  Division 

30 

Best  Chance  Network 

46 

MetPath 

20 

Caremark 

18 

Moore  Regional  Hospital 

66 

Carolina  Medical  Review 

68 

MUSC  Office  ofCME 

12 

Carolina  Physicians  Advisory 

23,  24 

Pfizer  Labs 

Service 

43 

Pfizer-Roerig 

67 

Central  Pharmaceuticals,  Inc. 

21 

Pratt  Pharmaceuticals-Pfizer,  Inc. 

69 

Champion  Hills 

37 

Professional  Diagnostics  Laboratory 

13 

Charter  Hospitals  of  South  Carolina 

72 

Prudential  Securities 

24 

Communi-I-Care 

25 

Richland  Springs 

14,  15 

Companion  Technologies 

16 

SC  Academy  of  Physician  Assistants 

76,  77, 

38 

SC  Medical  Group  Management  Assoc. 

78 

CompuSystems,  Inc. 

74 

SCMA  Financial  Services,  Inc. 

64 

Disability  Determination  Division 

9 

SC  Tissue  Services,  American  Red  Cross 

44 

Document  Systems,  Inc. 

70 

Searle 

53 

EZ  Systems 

74 

Southeastern  Hospital  Supply 

2 

Glaxo  Pharmaceuticals 

41 

The  Cactus  Group,  Ltd. 

32 

Interim  Health  Care 

60 

The  Medical  Protective  Company 

28 

Impairater 

73 

The  Regional  Medical  Center 

31 

Janssen  Pharmaceutica 

4 

UAD  Laboratories 

19 

Key  Pharmaceuticals 

10 

U.  S.  Amiy  Medical  Department 

5 

Marion  Merrell  Dow,  Inc. 

50 

U.  S.  Navy 

35 

Mayrand  Pharmaceuticals 

63 

use  School  of  Medicine 

11 

Mead  Johnson  Pediatrics 

45 

William  Kean  & Associates 

33 

Med  Four,  Inc. 

71 

Winchester  Surgical  Supply  Company 

8 

Medical  Management  Systems 
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The  great  Renaissance  man  could  have  made  it 
on  the  strength  of  his  medical  writing  alone. 

Or  as  an  illustrator. 

Or  simply  as  a medical  scientist. 

But  you  can  earn  memhership  in  the  American 
Medical  Writers  Association  — AMWA — hy  being 
any  one  of  these.  As  well  as  hy  being  a doctor,  den- 
tist, editor,  librarian,  educator,  medical  photogra- 
pher... or  by  being  professionally  involved  in  medical 
communication. 

The  one  inflexible  criterion:  you  must  share  the 
conviction  of  AMWA's  current  3,700  members  that 
clear,  concise  communications  is  a vitally  important 
art  to  be  cultivated  and  refined. 

To  achieve  that  end,  AMWA  conducts  work- 
shop sessions  in  a variety  of  specialized  facets  of 
communications  — including  explorations  into  the 
latest  electronic  media.  It  holds  local,  regional,  and 
national  meetings  that  enable  editors,  physicians. 


Leonardo 

COULD  HAVE  QUALIFIED 
FOR  AMWA 
MEMBERSHIP. 

Can  you? 


film-  and  video-makers,  writers,  publishers,  illustrators,  a j 
a wide  spectrum  of  scientific  communicators  to  meet,  tal  ^ 
and  exchange  ideas.  And  it  publishes  a journal  that  exists  * 
for  one  purpose  only...  to  encourage  and  nurture  concise,  ij 
cid  medical  communications. 

To  learn  more  about  how  to  join  the  rapidly  growing  . 
ranks  of  AMWA  members  who  share  your  concerns,  writf : 
call,  or  Fax  the  American  Medical  Writers  Association,  9('(! 
Rockville  Pike,  Bethesda  Maryland  20814,  (301-493-0003,  ! 
Fax  301-493-0005). 

Just  because  DaVinci  missed  out  on  AMWA  membe 
ship  is  no  reason  you  should! 


AMERICAN 
MEDICAL  WRITERS 
ASSOCIATION 


.AW 

m 


classifieds 


ur(;ent  care  medicine,  Green- 
ville: Excellent  fiill-time  and  part-time 
opportunities  in  well-staffed,  well-equipped 
Urgent  Care  Facility  for  the  right  physicians 
experienced  in  Urgent  Care  and/or 
Occupational  Medicine.  FLEXIBLE 
HOURS:  NO  ALL  NIGHT  DUTY. 
Attractive  wage  plus  fringes.  Beautiful 
upstate  cultural  center  with  premier  golf 
courses,  mountains  and  lakes.  Sene/  CV  to: 
Urgent  Care,  PO  Box  2659H,  Greenville,  SC 
29616. 

FOR  SALE:  Complete  office  furnishings,  all  as 
new  - Midmark  electric  exam  tables  (5 ) and  air 
stools,  free-standing  wall  cabinetry  and  equip- 
ment chests,  equipment  carts  with  heated  draw- 
ers, sterilizer,  balance  scales,  QBC  and  Retlotron 
lab  machines,  upholstered  walnut  waiting  room 
chairs  in  conservative  colors  in  excellent  con- 
dition. seven-station  Lanier  telephone  system, 
cherry  end  tables  and  coffe  table,  lamps,  com- 
plete offiee  including  free-standing  metal  shelv- 
ing for  8,000  charts.  Roladex.  Excellent  oppor- 
tunity to  purchase  as  new  equipment  and 
furnishes  for  50-60  percent  of  costs.  All  appro- 
priate for  any  type  practice.  Day  or  evening, 
eall(803)  229-2422  and  day  (803)  227-2022. 

MEDICAL  OFFICES  FOR  LEASE: 

Spearate  eustom  built  offices  currently 
occupied  by  two  dental  specialists  available 
in  June.  Lease  as  is  or  up  to  2.500  sq.  ft.  will 
be  remodelled  to  your  specifications.  The 
only  other  tenant  in  the  4.500  sq.  ft.  building 
is  a well-established  practice  in  General 
Dentistry.  Quiet  location  with  high  visibility 
nestled  in  a reasidential  area.  2 1/2  miles  from 
the  Trident  Summerville  Medical  Center 
Hospital.  By  owner,  eall  (803)  871-1552. 


FRIPP  ISLAND  MARSHFRONT  CON- 
DOMINIUM on  Tidal  Creek.  Two-bedroom, 
two-bath  and  unit  on  top  tJoor.  Great  views 
from  all  three  sides.  Great  ocean  front  golf 
and  sports.  100  yards  to  beach.  Beautifully 
furnished  with  all  furniture  less  than  1 1/2 
years  old.  Unit  not  rented  but  has  potential  of 
$ll-12K/yr.  rental  income.  $74,500 
FURNISHED.  Call  (803)  771-1778  or  (803) 
838-7629. 

ORANGEBURG  AND  CALHOUN 
COUNTIES  have  practice  opportunities  for 
graduating  residents/fellows  and  experienced 
practitioners  in  the  following  specialties: 
Dermatology,  Emergency  Medicine,  Family 
Practice,  Internal  Medicine,  Orthopedic 
Surgery,  Rheumatology,  and  Urology. 
Practice  incentives  and  relocation  assistance 
are  available.  Contaet  Dr.  Chennol,  The 
Regional  Medieal  Center,  (800)  866-6045. 

POSITIONS  AVAILABLE,  NASHVILLE, 
TENNESSEE:  Two  full-time  BE/BC 
physicians  are  needed  to  staff  one  of  Baptist 
Convenient  Care’s  five  urgent  care  centers. 
Schedules  will  be  aminged  in  13-hour  shifts 
with  a minimum  of  40  hours  per  week.  We 
offer  a competitive  salary  and  benefits 
package  which  includes  $70  an  hour,  two 
weeks  paid  vacation,  40  hours  paid  CME, 
malpractice  coverage  2M/4M,  health 
insurance,  profit  sharing.  For  more 
information,  contaet  Sylvia  Parker,  Vice 
President  of  Operations,  or  Robert  Hutton, 
MD,  FACER,  Medical  Director,  at  2601 P Elm 
Hill  Pike,  Nashville,  TN,  37214,  or  call  (615) 
883-7790. 
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I AKK  HOUSK  FOR  SALE:  Lake  Murray, 
close  in  Lexington  side,  in  Snclgrove's  Cove, 
three  bedroom,  two  bath,  fireplace,  losts  of 
windows,  two-ear  carport,  1400  sq.  ft.,  with 
500  sq.  ft.  porch,  one  acre,  wooded, 
dock/w/slip,  boar  tamp,  ready  to  go!  Great 
vacation  or  weekend  home!  $170,000.  Ca// 
(<S0J)  359-4342. 

A lab  in  your  office  is  a proven  benefit  to 
your  patients,  your  practice,  and  your 
independence.  But  what  about  the  time- 


consuming aggravations  of  government 
regulations,  supplier  relationships,  personnel 
training  and  management,  quality  control, 
record  keeping,  and  thousands  of  other 
details?  Physicians  Lah  Management's 
turnkey  solution  docs  it  all  for  you  at  a lower 
cost  than  you  can  do  it  for  yourself!  We  are  a 
new  kind  of  service  organization  that  works 
for  the  physician  to  provide  on-site  diagnostic 
testing.  Call  Physicians  Lab  Management 
collect,  (703)  542-14H8,  or  fa.x,  (704)  542- 
2151,  to  see  one  of  our  labs  in  action. 
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TemDOrarv  ^ patient  needs  continued 

Wpi-/-)pc-  care  after  discharge,  doctors 

count  on  INTERIM  HEALTH- 
CARE. services.  As  one  of  the  nation’s  oldest  and 
largest  providers  of  qualified  specialists, 
INTERIM  HEALTHCARE , 
services  represent  a complete 
range  of  professional  nursing 
and  technical  disciplines.  From 
home  care  to  long-  and  short- 


Int ^im 

Healthcare, 


term  office  staffing,  we  offer  the  total  flexi- 
bility to  satisfy  every  level  of  care.  JCAHO 
accreditation  and  an  extensive  qualifications 
and  screening  process  reflect  our  commitment 
to  stringent  standards.  When  your  patients 

are  counting  on  you,  count  on 
the  INTERIM  HEALTHCARE,,, 
team  to  make  house  calls. 


Formerly  Medical  Personnel  Pool® 


JCAHO  Accredited 


Anderson  803-225-2007  • Charleston  803-722-3005  • N.  Charleston  803-797-2942  • Greenville  803-233-1644 
Myrtle  Beach  803-236-7506  • Rock  Hill  803-324-4166  • Spartanburg  803-582-3010 
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WHY  ARE  SO 
MANY 
PHYSICIANS 
BUYING  ON 


Dewees  Iseand,  SC? 


Located  only  a nine-minute  terry  ride 

north  ot  the  Isle  ot  Palms  lies  one  of  the 
South's  last  barrier  islands  available  for 
development. . .Dewees  Island,  SC. 

Dewees  Island  is  an  island  of  over  1,200 
acres,  yet  environmental  covenants  limit  the 
number  ot  homes  to  only  I 50.  And  with  over 
30  percent  ot  the  available  lots  sold,  an  inter- 
esting statistic  arises. . .almost  50  percent  of 
our  buyers  are  physicians. 

Here’s  why: 

“/  can’t  iniac^iiic  a more  hcaiitifiilly  preserved 
isLuid  within  a stone’s  throw  of  Charleston. 


Den’ees  Island  has  the  vision  that  other  resorts 
will  wish  they  had.  ” Dr.  Henri  Keifter- 
Asheville,  NC 

“lie  loved  the  seclusion  and  privacy.  ” 

Dr.  Allen  Mitchell  - Signal  Mountain,  TN 

“We  like  the  philosophy  of  development, 
ecologically  and  environmentally  and  plan  to 
retire  there.  ’’  Dr.  Joseph  (Bubber)  McAlhany  ■ 
Greenville,  SC 

Come  explore  this  private,  oceantront 
retreat... prices  start  at  $150,000,  with  2-acre 
oceantront  lots  ti'om  $315,000. 

Call  1-800-444-7352 
or  (803)  886-8783. 


Pat  Ross,  Broker- III -Cl large 
Deii’ccs  Ishiiid  Real  Ustatc,  Inc. 

Obt.iin  the  property  report 
required  by  federal  l.iw  and 
read  it  before  signing  anything. 
No  fedenil  agency  has  judged 
the  merits  or  value,  it  any.  of 
this  property. 


DEWEES 

ISLAND 


A PRIVATE.  OCEANFRONT 
ISLAND  RETREAT 
DEDICATED  TO 

ENVIRONMENTAL  PRESERVATION 
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Why  ARE  so 

MANY 
PHYSICIANS 
BUYING  ON 


Located  only  a nine-minute  terry  ride 

nortli  ot  the  Isle  ot  halms  lies  one  ot  the 
South’s  last  barrier  islands  available  for 
development. . .1  )ewees  Island,  SC. 

Dewees  Island  is  an  island  ot  over  1,2(H) 
acres,  yet  environmental  covenants  limit  the 
number  ot  homes  to  only  130.  And  with  over 
30  percent  of  the  available  lots  sold,  an  inter- 
esting statistic  arises. . .almost  50  percent  ot 
our  buyers  are  physicians. 

Here’s  why: 

“I  Ciw'f  iiihi(^inc  a more  hcaiirijiilly  preserved 
island  ti’itliiii  a stone’s  throw  of  Charleston. 


Dewees  Island,  SC? 


Dewees  Island  has  the  vision  that  other  resorts 
will  wish  they  had.  ” Dr.  Henri  Keiffer- 
Asheville,  NC 

“He  loved  the  seclusion  and  privacy.  ” 

Dr.  Allen  Mitchell  - Signal  Mountain,  TN 

“lie  like  the  philosophy  of  development, 
ecologically  and  environmentally  and  plan  to 
retire  there.  ” Dr.  Joseph  (Bubber)  McAlhany  - 
Greenville,  SC 

Come  explore  this  private,  oceantront 
retreat. ..prices  start  at  $150,000,  with  2-acre 
oceanfront  lots  from  $315,000. 

Call  1-800-444-7352 
or  (803)  886-8783. 


Pat  lioss,  Bwkcr-Iii-CChdri.’c 
Dcu'ccs  Llaiid  Rctil  Hshitc,  Inc. 


DEIVEES 

ISLAND 


Obtain  the  property  report 
required  by  federal  law  and 
read  it  before  signing  anything. 
No  federal  agency  has  judged 
the  merits  or  value,  it  any,  ot 
this  properU'. 
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• Offers  advanced  features  for  medical 
records,  collections  and  lab  system 
interfaces 

• And  much  more! 

Companion  Technologies  has  electronically 
paved  the  way  for  improved  office  efficiency 
since  the  1960s  and  now  has  more  than  2,500 

computer  systems  nationwide.  As  an  IBM" 
Business  Partner,  we  also  feature  the  reliable 
excellence  of  the  complete  PS/2  " family  of 
products.  Call  Companion  Technologies  today. 
Let  us  help  you  manage  your  office,  so  you  can 
help  your  patients. 

Brought  to  you  by 

the  recognized  experts  in  electronic  claims  filing 

Companion  Technologies 

Your  single  source  for  office  automation 
our  Nationwide  Toll-free  Sales  Number;  1-800-382-PAID  (7243)  Locally,  dial  699-2625  Fax:  803-699-2384 

IBM®  and  PS/2®  are  registered  trademarks  of  International  Business  Machines  Corporation. 

The  Medical  Manager®  is  a registered  trademark  of  Personalized  Programming,  Inc. 


f 
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• Electronically  files  claims  and  features 
NEIC  capabilitv  for  COMMERCIAL 
CLAIMS 


• Electronically  posts  Medicare  remit- 
tances — no  more  tedious  manual 
posting! 


• Handles  your  accounts  receivable 
billing  and  secondai'y  insurance 


The  Medical 
Office 
agement 

em 


It’s  a difficult  balancing  act  — offering  your 
patients  expert  medical  care  and  efficiently 
managing  your  office.  Wliy  should  you  have  to 
worry  about  both?  Call  in  the  perfect  business 
partner  — Companion  Technologies. 


PAID  rV  Plus,  our  private  label  version  of  the 
popular  Medical  Manager®  office  automation 
system,  is  the  only  system  you  need.  It; 


• Helps  manage  your  practice,  fi’om 
scheduling  appointments  to  maintain- 
ing detailed  patient  notes 


Oceanjront  Living  Like 
Nowhere  Else  in  the  World. 


lush  and  beautiful  area  just  south  of 
J Charleston  lies  a private  island  called 

■ — ^ Jeremy  Cay. . . it  is  a place  of  history  and 

Southern  folklore,  where  dirt  roads  wind  lazily  among 
live  oaks,  palmettos,  and  tidal  lagoons,  past  some  of  the 
most  majestic  scenery  in  the  Southeast. 

To  say  that  Jeremy  Cay  offers  “oceanfront  living  like 
nowhere  else”  is  certainly  no  overstatement;  it  is 
naturally  secluded  from  the  rest  of  the  world,  yet  only 
minutes  from  restaurants,  tennis,  and  golf.  It  is  a place  for  families  to 

gather  - and  enjoy  together  the  creeks,  marshes,  and  two 
miles  of  private  beach  that  surround  this  pristine  retreat. 

It  offers  something  for  everyone. . .and  with  38  oceanfront 
and  creekside  homesites  available,  it  won’t  last  long. 

Come  discover  this  magnificent,  oceanfront  island  for 
yourself  You’ll  find  a secluded  and  unique  oceanfront 
property. . .at  a price  you  can  afford. 

Call  or  write  for  information  and  a color  brochure. 


AT  EDINGSV'ILLE 


One  Jeremy  Cay 
Edisto  Island,  SC  29438 
1-800-475-1556 
The  Savage  Company 
Lavcrence  a.  Savage,  B.I.C. 
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“NEVER  BEAT  YOURSELF’ 

Baseball  great.  Bill  Freehan,  was  known  for  his  constantly  reminding  teammates.  “Never  beat 
yourself.”  In  my  address  to  our  House  of  Delegates  last  month,  I emphasized  three  attributes  that 
will  assure  our  profession  success  in  the  health  system  reform  debate.  Unity,  risk  sharing  and 
caring  will  stop  the  “demagogues  of  division”  from  polarizing  physicians  along  specialty,  geo- 
graphic and  institutional  lines  and  ultimately  intruding  in  the  doctor-patient  relationship.  We  can 
work  with  our  hospitals,  state  health  agencies,  insurance  carriers  and  other  provider  groups  to 
make  certain  that  the  best  of  South  Carolina's  health  care  delivery  system  is  preserved,  and  that 
the  unnecessary  parasites  who  would  attempt  to  profit  by  attaching  themselves  to  our  day-to-day 
interaction  with  our  patients  are  eliminated. 

Our  profession  is  already  unified  in  many  ways.  We  share  the  same  rigorous  education,  work 
ethic  and  commitment  to  our  patients.  Every  field  of  medicine  wants  to  maintain  freedom  and 
autonomy.  We  all  agree  that  no  outsider  should  interfere  in  medical  decision  making,  and  that 
economics  should  never  be  placed  above  the  needs  of  those  who  have  entrusted  their  lives  to  us. 
The  unity  we  have  through  SCMA  membership  will  help  us  maintain  these  important  principles 
even  as  outsiders  in  this  reform  process  will  try  to  divide  physicians  along  specialty  lines  in  order 
to  make  changes  we  and  our  patients  do  not  want. 

Sharing  risk  through  partnerships  with  hospitals,  businesses,  insurance  carriers  and  governmental 
agencies  is  necessary  for  success  in  this  new  environment.  These  alliances  may  at  times  seem 
uncomfortable.  Please  make  certain  you  are  an  equal  partner  in  these  new  aiTangements  and  do 
not  tolerate  interference  in  the  doctor-patient  relationship.  Most  importantly,  maintain  profession- 
al strength  and  identity  through  full  participation  in  organized  medicine  at  the  national  (AMA), 
state  (SCMA),  and  county  medical  society  levels. 

Finally,  in  the  midst  of  all  these  stressful  changes  we  must  continue  caring  and  giving  care  to  our 
patients  as  we  have  always  done.  Our  unity  through  organized  medicine  and  our  new  partner- 
ships, if  entered  into  properly,  should  allow  us  to  do  this.  Disunity,  refusing  to  take  risks,  and 
compromising  on  earing  will  cause  us  to  defeat  ourselves. 

O.  Marion  Burton,  M.  D. 

President 
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CoMtents 

Special  Issue:  Prostate  Cancer 
(jiiest  Editor:  Nahil  K.  Bissada,  M.  1). 

209  Introduction 

Nahil  K.  liissada.  M.  I). 

210  A Practical  Approach  to  Prostate  Cancer 
Detection  in  1994 

William  II.  Cooiier.  M.  I). 

214  Diagnosis  and  Staging  of  Prostatic 
Carcinoma 

James  L.  Mahler,  M.  D. 


231  Medical  Therapy  of  Prostate  Cancer 

Lawrence  H.  Afrin,  M.  I). 

Roherl  A'.  St  nan,  M.  I). 

237  Diagnosis  and  Treatment  of  Erectile 
Dysfunction  and  its  Relationship  to 
Prostatic  Carcinoma 

Robert  R.  Nelson,  Jr.,  M.  I). 

242  The  Evolving  Perspective  of  Prostate  i 
Cancer:  A Question  of  Natural  History  and  | 
Current  T reatment  T rends  | 

Peter  J.  Li.schinf’er,  M.  !).,  Pit.  I), 


217  The  Role  of  Transrectal  Ultrasound  (TRUS) 
in  the  Evaluation  of  Cancer  of  the  Prostate 

/.  A.  Kirkland,  M.  D.,  J.  E.  Lalliem,  M.  I). 

220  Introduction  to  Management  of  Prostate 
Cancer 

Nahil  K.  Bissada,  M.  I). 

220  Surgical  Management  of  Prostate  Cancer 

Nahil  K.  Bissada,  M.  D. 

222  Prostate  Cancer:  The  Role  of  Radiation 
Therapy 

Joseph  M.  Jenrette,  til,  M.  D. 

Laurie  R.  Harrell,  M.  D. 


Editorials 

253  Counseling  the  Patient  with  Prostate  Cancer  i 

Nabil  K.  Bissada,  M.  D.  i 
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A major  health  issue  that  we  face  as  our  popu- 
lation ages  is  the  ever  increasing  morbidity, 
mortality  and  economic  costs  associated  with 
prostate  cancer.  It  is  now  the  most  common 
cancer  diagnosed  in  the  U.S.  and  the  second 
leading  cause  of  cancer  death  in  men.  In  1994, 
it  is  estimated  that  200,000  new  cases  of  can- 
cer prostate  will  be  diagnosed  in  the  U.S.  The 
disease  will  claim  the  lives  of  38.000  Ameri- 
can men  in  1994.  In  South  Carolina,  3,000 
new  cases  and  550  deaths  will  be  attributed  to 
prostate  cancer  in  1994.  Unfortunately,  South 
Carolina  has  one  of  the  highest  rates  of  death 
from  prostate  cancer  in  the  nation. 

The  current  symposium  issue  of  The  Jour- 
nal of  the  South  Carolina  Medical  Associa- 
tion addresses  several  important  aspects  of 
this  disease  and  also  discusses  some  of  the 
controversial  issues  in  the  detection,  diagno- 
sis and  management  of  prostate  cancer. 

The  issues  of  detection,  diagnosis  and  stag- 
ing are  addressed  in  the  first  three  articles  by 
Doctors.  Cooner,  Mohler,  Kirkland  and  Lath- 
em.  Doctors.  Bissada,  Jenrette,  Harrell,  Afrin 
and  Stuart  discuss  the  management  of  local- 


ized, advanced  and  metastatic  cancer.  Dr. 
Nelson  discusses  the  sexual  consequences  of 
prostate  cancer  treatment  and  the  manage- 
ment of  these  consequences.  Dr.  Fishinger 
addresses  the  evolving  perspective  and  cur- 
rent trends  in  the  screening,  diagnosis  and 
management  of  prostate  cancer. 

This  symposium  is  dedicated  to  the  primary 
care  physicians  of  South  Carolina  who  are  in 
the  forefront  of  the  battle  to  minimize  mor- 
bidity and  mortality  from  prostate  cancer. 


ACKNOWLEDGMENT 

The  Guest  Editor  and  the  Editorial  Board 
express  grateful  appreciation  to  The 
Schering  Corporation  for  its  generous 
financial  contribution  to  the  publication  of 
this  special  issue. 


*Department  of  Urology,  Medical  University  of  South 
Carolina,  171  Ashley  Avenue,  Charleston,  SC  29423. 


May  1994 


209 


A PRACTICAL  APPROACH  TO  PROSTATE 
CANCER  DETECTION  IN  1994 

WILLIAM  H.  COONER,  M.  D.* 


Determination  of  tlie  ultimate  benefit  to  indi- 
vidual patients  and  to  soeiety  from  inereased 
prostate  eaneer  detection  awaits  further  study 
assessing  matters  of  the  natural  history  of  the 
disease,  its  prognosis  in  individual  patients, 
determination  of  optimal  therapy,  and  the 
effect  of  early  detection  on  morbidity  and 
death  rate.  Even  if  controlled  studies  address- 
ing these  matters  were  begun  today,  definitive 
answers  would  not  be  forthcoming  for  many 
years.  Meanwhile,  physicians  are  expected  to 
provide  the  best  care  possible  for  their 
patients,  acting  on  the  most  valid  information 
currently  at  hand. 

It  is  well  known  that  more  men  die  with 
prostate  cancer  than  as  a direct  result  of  the 
disease.  This  is  because  of  the  relatively  low 
incidence  of  prostate  cancer  as  opposed  to  its 
high  prevalence.  Nonetheless,  the  age-adjust- 
ed death  rate  from  the  disease  has  nearly  dou- 
bled during  the  last  60  years  despite  the  vari- 
ety of  therapeutic  measures  employed  in  an 
effort  to  effect  its  control  or  cure.' 

The  number  of  deaths  attributed  directly  to 
prostate  cancer  has  climbed  25  percent  in  Just 
the  past  five  years.'"  The  American  Cancer 
Society  estimates  that  during  1994  there  will 
be  one-fifth  as  many  deaths  from  prostate 
cancer  as  there  will  be  new  cases  detected.' 

It  is  important  that  one  distinguish  between 
prostate  cancer  screening  in  an  unselected 
group  of  men  and  detection  measures 
employed  in  patients  who  are  under  the  care 
of  a physician.'  These  are  two  entirely  differ- 
ent groups.  A screening  population  consists 
of  men  chosen  at  random,  whereas  those  who 
are  in  a physician’s  practice  are  often  symp- 
tomatic, or  may  have  suspicious  digital  rectal 
examination  (DRE)  findings,  serum  marker 


*Department  of  LIrology,  The  Emory  Clinic.  1365 
Clifton  Road.  NE.  Atlanta,  GA  30322. 


abnormalities,  or  concern  about  a family  his- 
tory of  prostate  cancer.  No  data  exist  confirm- 
ing the  efficacy  of  mass  screening  by  any 
technique  (not  even  by  DRE!). 

Assessment  of  the  value  of  early  detection 
measures  depends  upon  long-term  evaluation 
of  results  based  upon  morbidity,  death  rate, 
and  societal  costs.  While  there  is  no  proof 
that  a positive  impact  will  result  from  detec- 
tion and  appropriate  treatment  of  prostate 
cancer  while  it  is  still  confined  to  the  gland, 
common  sense  would  indicate  that  delay  in 
diagnosis  until  the  disease  has  already 
escaped  the  gland  is  likely  to  keep  the  death 
rate  on  the  rising  pathway  it  has  pursued  over 
the  last  six  decades. 

Historically,  prostate  cancer  detected  solely 
by  DRE  and  digitally  directed  biopsy  has 
been  found  only  after  it  has  spread  beyond 
the  confines  of  the  gland  in  the  majority  of 
men.'*''  There  is  evidence  that  early  prostate 
cancer  detection  can  be  enhanced  through  use 
of  measures  that  are  complementary  to  the 
DRE,  specifically  serum  prostate  specific 
antigen  (PSA)  and  prostate  ultrasonography 
(TRUS).^'" 

Combining  serum  PSA  and  DRE  as  prelim- 
inary studies  to  indicate  those  patients  who 
need  further  study  by  TRUS  and,  in  selected 
instances,  TREIS-guided  prostatic  biopsy,  is  a 
practical  way  to  increase  the  cancer  detection 
rate  in  a clinical  setting.  Based  upon  the  study 
of  2,634  patients  with  all  three  modalities,  a 
practical  approach  to  prostate  cancer  detec- 
tion in  clinical  practice  was  developed  which 
utilized  DRE  and  PSA  as  preliminary  studies 
to  determine  those  patients  who  should 
undergo  further  study  by  TRUS.'"  While  that 
approach  is  still  the  recommended  one,  sub- 
sequent modification  of  the  diagnostic  evalu- 
ation has  occurred  principally  because  of 
evolving  information  about  PSA. 
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Although  no  single  test  is  ideal  for  prostate 
cancer  screening,  a number  of  studies  docu- 
ment that  PSA  elevation  is  more  reliable  in 
predicting  the  presence  of  cancer  than  either 
DRE  or  TRUS  alone.*'' Even  though  it  is  the 
best  available  detection  measure,  PSA  suffers 
some  problems.  The  most  significant  is  that, 
while  the  marker  is  organ  specific,  it  is  not 
disease  specific.  In  addition  to  carcinoma  of 
the  prostate,  other  conditions  that  can  result 
in  elevation  of  this  protein  in  the  serum 
include  benign  prostatic  hyperplasia  (BPH), 
prostatitis,  and  prostatic  infarction.  Attempts 
have  been  made  with  some  degree  of  success 
to  increase  the  ability  of  PSA  to  distinguish 
BPH  from  prostatic  carcinoma  by  relating  the 
level  of  serum  PSA  to  prostate  gland  volume, 
expressing  this  ratio  as  prostate  specific  anti- 
gen density  (PSAD).'*'*'  This  calculation, 
which  requires  TRUS  for  prostate  voluming, 
has  been  utilized  to  determine  the  appropri- 
ateness of  modestly  elevated  PSA  levels  in 
the  range  of  4.0- 10.0  ng/niL  that  could  be  the 
result  of  some  benign  process. 

Two  recent  studies  have  indicated  that  use 
of  a single  PSA  reference  range  for  men  of  all 
ages  is  not  appropriate. While  not  the  only 
factor  accounting  for  progressive  rise  in  PSA 
in  the  absence  of  carcinoma,  prostate  volume 
is  the  most  significant.  Both  patient  age  and 
prostate  volume  correlate  strongly  with  PSA, 
as  well  as  with  each  other.  This  finding  has 
permitted  development  by  Oesterling  et  al.  of 
the  age-specific  PSA  reference  ranges 
(APSA)  shown  in  Table  l.“ 

Use  of  these  ranges  increases  the  sensitivity 
of  PSA  in  men  under  age  60,  while  increasing 
its  specificity  in  men  over  that  age.  Using  this 
approach,  it  seems  likely  that  increased  sensi- 
tivity might  lead  to  identification  of  prostate 
cancer  in  younger  men  who  would  be  at  risk 
for  a longer  time.  On  the  other  hand,  fewer 
patients  over  age  60  would  be  subjected  to  an 
unnecessary  TRUS  and  prostate  biopsy. 

The  clinical  importance  of  the  modification 
of  PSA  reference  ranges  by  taking  age  into 
consideration  is  evidenced  by  a study  com- 
paring the  use  of  APSA  with  the  standard 


TAB  it:  1. 

act:-specific  psa  reference 

RANGES  (APSAU' 

(471  MEN) 


Affe 

Reference  Ri 

(Years) 

(ng/mL) 

40-49 

0-2.5 

50-59 

0-3.5 

60-69 

0-4.5 

70-79 

0-6.5 

*Upper  limit  defined  by  95th  percentile 


PSA  range  of  0-4.0  ng/mL  in  a group  of 
2,981  men  > age  60.--  Prostatic  biopsy  was 
performed  in  patients  with  suspicious  DRE 
findings  irrespective  of  the  level  of  PSA.  In 
the  60-69  year  age  group,  there  were  19  men 
who  were  subjected  to  biopsy  using  the  stan- 
dard PSA  range  who  would  not  have  been 
using  APSA.  Among  these  19  men,  six  can- 
cers were  identified,  of  which  three  would 
have  been  considered  clinically  significant 
and  curable  by  pathologic  criteria.  These 
three  cancers  represent  3/1576  (0.2%)  of  the 
men  in  this  age  group,  and  it  is  likely  that 
these  cancers  would  have  been  discovered  on 
longitudinal  monitoring  while  still  organ-con- 
fined.  Of  the  men  in  their  70s,  73  men  with 
negative  DRE  findings  were  biopsied  at  PSA 
levels  between  4.0  and  6.5  ng/niL.  In  this 
group,  13  cancers  were  found,  10  of  which 
were  small  and  unlikely  to  be  life-threatening 
in  men  of  this  age.  The  remaining  three  rep- 
resent 3/1405  (0.2%)  of  the  men  in  this  age 
group  who  would  be  generally  thought  not  to 
be  candidates  for  the  early  application  of 
definitive  therapy. 

Further  influencing  modification  of  the 
diagnostic  approach  to  prostate  cancer  has 
been  emerging  information  from  a multicen- 
ter study  of  1,934  men  showing  the  superi- 
ority of  systematic  wide-area  biopsy  over 
sampling  directed  solely  at  areas  that  are 
tactilely  suspicions  on  DRE  or  visibly  sus- 
picious on  TRUS.-^ 
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Allhoiigli  it  is  not  a definitive  eonelusion, 
tliere  is  evidenee  that  many  older  patients 
with  small-volume,  low-grade  prostatie  earei- 
noma  may  be  prudently  followed  for  many 
years  without  aetive  intervention.*"’  With  these 
faetors  in  mind,  an  approaeh  to  prostate  ean- 
eer  deteetion  is  suggested  for  men  whose  life 
expectaney  is  judged  to  exeeed  10  years 
based  upon  aetuarial  data,  patient  perfor- 
manee  status,  and  co-morbidity  (Idgure  I ).*^ 

CONCLUSION 

The  prudence  of  prostate  cancer  screening  in 
the  population  as  a whole  has  not  been  vali- 
dated in  view  ol'  the  unknown  factors  center- 
ing principally  about  matters  of  prognosis  and 
optimal  therapy,  both  of  which  will  require 
many  years  for  clarification.  Meanwhile,  clin- 
icians are  expected  to  provide  care  for  their 
patients,  utilizing  the  best  currently  available 
information. 

The  prostate  cancer  detection  algorithm  is 
undergoing  change  as  new  information  is 
accumulated,  and  it  may  be  expected  to  require 
fuilher  modification  as  time  goes  by  because 
of  the  evolution  of  knowledge.  It  is  doubtful 
that  the  DRE  will  improve  technically  much 


beyond  its  present  state,  but  the  same  cannot 
be  said  for  serum  marker  enhancements,  and 
probably  not  for  imaging  techniques.  We  have 
seen  more  change  in  the  thinking  about 
prostate  cancer  detection  within  the  past  seven 
years  than  in  the  preceding  forty  years,  and  it 
well  may  be  that  the  pace  will  quicken  even 
further  within  the  next  few  years.  “) 
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Any  value 
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DIAGNOSIS  AND  STAGING  OF  PROSTATIC 
CARCINOMA 

JAMES  L.  MOHLER,  M.  D.* 


i)ia(;n()sis 

Whether  increased  diagnosis  of  prostatie  car- 
einonia  and  increased  frequency  of  treatment 
of  earlier  stage  disease  will  impact  upon  the 
death  rate  will  require  at  least  10  years  to 
determine.  It  appears  intuitively  obvious  that 
in  the  absence  of  curative  treatment  for 
metastatic  disease  that  more  frequent  treat- 
ment of  early  stage  disease  should  reduce  the 
death  rate  from  prostatie  carcinoma.  This  has 
contributed  to  a national  fervor  for  earlier 
diagnosis  and  treatment  of  prostatie  carcino- 
ma which  has  resulted  in  the  addition  of 
prostate  specific  antigen  (PSA)  to  executive 
panels  and  even  the  availability  of  PSA  mea- 
surement at  shopping  malls. 

Much  of  the  controversy  stems  from  the 
biological  behavior  of  prostatie  carcinoma. 
The  incidence  of  prostatie  carcinoma  in 
autopsied  prostates  increases  from  approxi- 
mately 30  percent  of  men  in  the  sixth  decade 
of  life  to  virtually  100  percent  of  men  in  the 
tenth  decade  of  life.  Some  of  these  indolent 
tumors  (incidental  prostatie  carcinoma)  are 
often  discovered  during  the  250,000 
transurethral  and  open  prostatectomies  per- 
formed annually  for  bladder  outlet  obstruc- 
tion. Cantrell  and  associates'  found  60  per- 
cent of  patients  with  incidental  carcinoma  had 
well  differentiated  cancers  that  involved  less 
than  five  percent  of  the  operative  specimen 
(stage  TIa).  Only  two  percent  of  these 
patients  left  untreated  developed  metastatic 
disease.  In  contrast,  32  percent  of  patients 
whose  operative  specimens  were  more  than 
five  percent  carcinoma,  and  17  percent  of  the 
patients  who  had  moderately  or  poorly  differ- 


*Division of  Urology,  428  Burnett-Womack.  CB#7235. 
University  of  North  Carolina,  Chapel  Hill.  NC  27599- 
7235. 


entiated  carcinoma  (stage  Tib)  developed 
metastatic  disease  after  8 years  of  follow-up. 
An  additional  20, ()()()  patients  per  year  arc 
diagnosed  by  biopsy  of  nodules  on  the 
prostate  as  having  prostatie  carcinoma  con- 
fined to  the  prostate  gland. ^ Among  those 
treated  surgically,  approximately  40  percent 
have  organ  or  specimen  confined  disease  and 
most  are  cured. However,  the  remaining  60 
percent  have  invasion  beyond  the  prostate 
and  hence  have  had  a non-curative  surgical 
procedure  with  its  attendant  suffering  and  risk 
of  morbidity  or  mortality. 

Thus  we  walk  a fine  line  betw'een  over 
treatment  of  many  patients  with  incidentally 
discovered  prostatie  carcinoma  and  unsuc- 
cessful or  undertreatment  of  many  patients 
with  clinically  detected  prostatie  carcinoma. 

Detailed  discussion  of  prostate  cancer 
detection  is  available  in  the  preceding  excel- 
lent article  by  Dr.  Cooner.  Herein,  I will 
describe  my  personal  approach  to  diagnosis 
and  staging  of  prostate  cancer. 

Digital  rectal  exam  provides  an  excellent 
screening  test  for  prostatie  carcinoma.  Snap- 
shot PSA  has  been  shown  equivalent  to  digi- 
tal rectal  exam  performed  by  a urologist  for 
screening  for  prostatie  carcinoma.  Transrectal 
prostatie  ultrasound  has  little  value  as  a 
screening  tool  for  prostatie  carcinoma.  A rea- 
sonable screening  program  for  clinically 
localized  prostatie  carcinoma  would  include 
digital  rectal  examination  and  PSA  annually 
from  age  50  to  70.  Screening  should  begin  at 
age  40  for  African-Americans  and  patients 
with  a first  degree  paternal  or  maternal  rela- 
tive or  two  second  degree  paternal  or  mater- 
nal relatives  with  prostatie  carcinoma,  espe- 
cially if  there  is  a family  history  of  prostatie 
carcinoma  in  men  less  than  age  60.'  * Prior  to 
urologic  referral  all  PSA  determinations 
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which  are  abnormal  should  be  repeated  after 
three  weeks  of  antibiotic  therapy  to  eliminate 
the  possibility  that  PSA  elevations  result  from 
sub-clinical  prostatitis.  The  most  cost  effec- 
tive treatment  of  prostatitis  is  trimethoprim 
100  mg  twice  daily  for  three  weeks.  This 
therapy  avoids  the  expense  associated  with 
fluoroquinolones  and  avoids  the  gastro- 
intestinal upset  and  the  allergic  responses 
associated  with  sulfa  drugs  which  are  includ- 
ed with  trimethoprim  in  combination  antibi- 
otics despite  the  fact  that  sulfa  drugs  do  not 
achieve  significant  levels  in  prostatic  tissue  in 
the  absence  of  acute  infection.  Approximate- 
ly one-third  of  men  with  elevated  PSAs  will 
have  normalization  after  antibiotic  therapy 
and  will  avoid  the  expense  of  unnecessary 
screening  and  the  risk  of  development  of  pro- 
statitis with  needless  biopsy. 

Regardless  of  PSA  level,  all  patients  with 
abnormal  digital  rectal  exams  should  be 
referred  for  urologic  evaluation.  Urologic 
referral  should  also  result  from  all  patients 
with  PSA  greater  than  age  adjusted  reference 
range  values  and  all  patients  with  PSA 
increase  greater  than  0.7  ng/ml  per  year.'^ 

I do  not  believe  that  digital  rectal  exams  for 
detection  of  prostatic  carcinoma  or  serum 
determination  of  PSA  should  be  performed  in 
men  of  physiologic  age  greater  or  equal  to  70 
years  who  have  a life  expectancy  of  less  than 
or  equal  to  10  years. 

STAGING  OF  PROSTATIC  CARCINOMA 

Once  diagnosed,  the  biological  behavior  of 
prostatic  carcinoma  con'elates  with  histologic 
grade  and  tumor  volume.  However,  neither 
histologic  grade  nor  tumor  volume  can  be 
accurately  and  reproducibly  measured  pre- 
operatively.  Histologic  grading  systems  are 
subjective,  poorly  reproducible  and  have 
never  been  tested  prospectively.  Tumor  vol- 
ume cannot  be  predicted  accurately  by  pre- 
operative transrectal  ultrasound,  computer- 
ized tomography  (CT)  or  magnetic  resonance 
imaging  (MRI).  Hence  the  staging  evaluation 
continues  to  rely  upon  assessment  of  organ 
confinement  by  digital  rectal  examination  and 


measurement  of  PSA.  Organ  confinement 
occurs  rarely  in  patients  with  PSA  greater 
than  40.  In  patients  with  clear  evidence  of 
extra-prostatic  extension  organ  confinement 
is  unusual.  As  many  as  20  percent  of  patients 
with  equivocal  findings  for  organ  confine- 
ment will  be  found  to  have  organ  confined 
disease  and  hence  may  be  candidates  for 
curative  therapy. 

An  absolute  contraindication  for  aggressive 
local  therapy  is  the  presence  of  metastatic 
disease.  Metastatic  disease  occurs  more  fre- 
quently in  men  with  higher  PSAs,  more  poor- 
ly differentiated  tumors  and  larger  tumors  by 
digital  rectal  exam.  In  this  group  of  patients, 
examination  for  lymph  node  metastases  using 
MRI  with  biopsy  confirmation  of  any  suspi- 
cious lymph  nodes  may  be  cost  effective. 
Bone  metastases  may  produce  abnormalities 
on  radionuclide  bone  scans  which  when  mul- 
tiple and  in  a classical  axial  distribution  are 
pathognomonic  for  prostatic  carcinoma.  The 
high  sensitivity  of  radionuclide  scans  to  bone 
repair  produces  bone  scans  that  are  often 
abnormal  in  the  absence  of  metastatic  disease 
and  therefore  plane  film  radiographic  confir- 
mation or  biopsy  of  suspicious  lesions  may 
be  required  for  diagnosis.  Lastly,  all  patients 
should  be  staged  with  serum  enzymatic  pro- 
static acid  phosphatase  (PAP).  Serum  must  be 
buffered  and  cooled  immediately  after  pro- 
curement in  contrast  to  PAP  measured  by 
radioimmunoassay.  However,  radioimmuno- 
metric  PAP  has  no  diagnostic  or  prognostic 
value  and  its  use  should  be  abandoned. 
Approximately  90  percent  of  patients  with 
clinically  localized  prostatic  carcinoma  and 
elevations  in  enzymatic  prostatic  acid  phos- 
phatase who  are  subjected  to  curative  treat- 
ment will  progress  to  metastatic  disease  with- 
in two  years. 

Therefore,  the  proper  staging  evaluation  of 
patients  with  prostatic  carcinoma  should 
include  prostate  specific  antigen,  digital  rectal 
exam,  radionuclide  bone  scan,  serum  enzy- 
matic prostatic  acid  phosphatase  and,  in  high 
risk  patients,  pelvic  MRI.  □ 
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THE  ROLE  OE  TRANSRECTAL  ULTRASOUND 
(TRUS)  IN  THE  EVALUATION  OE  CANCER  OF 
THE  PROSTATE* 

T.  A.  KIRKLAND,  M.  D. 

J.  E.  LATHEM.  M.  D. 


Transrectal  pro,stalic  ultrasound  (TRUS)  has  a 
relatively  low  sensitivity  and  specil'ieity,  and 
it  is  apparent  that  at  this  time  it  is  an  imper- 
fect imaging  tool.  It  is  best  considered  an 
extension  of  the  physical  exam.  As  such,  its 
greatest  value  is  when  real  time  ultrasound 
imaging  is  correlated  with  digital  rectal  exam 
(DRE)  findings  and  prostate  specific  antigen 
(PSA)  levels.  The  future  will  undoubtedly 
bring  technological  improvements  which 
should  enhance  the  value  of  a TRUS.  A 
promising  recent  development  is  the  use  of 
color  doppler  ultrasound  to  identify  areas 
with  increased  microvascularity.  Early  data 
with  this  technology  indicates  considerable 
improvement  in  both  sensitivity  and  specificity 
of  the  examination. 

There  are  several  possible  uses  of  TRUS  in 
evaluation  of  prostate  cancer,  and  while  the 
role  of  TRUS  is  still  evolving,  it  is  possible  at 
this  time  to  draw  some  conclusions  with 
regard  to  these  potential  uses: 

1 . Mass  screening. 

2.  Early  detection  of  cancer  in  men  with 
abnormal  DRE  and/or  elevated  PSA. 

3.  Determination  of  prostate  volume 
(weight)  for  calculation  of  PSA  density. 

4.  Guidance  for  needle  biopsy. 

5.  Clinical  staging  of  prostate  cancer. 

MASS  SCREENING 

In  contrast  to  DRE  and  PSA,  TRUS  is  not  of 
value  as  a mass  screening  tool.  In  addition  to 
its  low  sensitivity  and  specificity,  it  is  highly 
subjective  and  operator  dependent,  particular- 

*From the  Department  of  Urology,  Medical  University 
of  South  Carolina,  1 7 1 Ashley  Avenue,  Charleston,  SC 
29425. 


ly  in  the  mass  screening  setting.  This  can  lead 
to  many  unnecessary  biopsies  which  is  nei- 
ther cost  effective  nor  in  the  patient's  best 
interest.  In  addition,  it  is  extremely  time  con- 
suming and  therefore  relatively  expensive.  It 
has  been  shown  that  only  approximately  2.5 
percent  of  TRUS  examinations  in  men  with 
normal  DRE  and  PSA  will  lead  to  the  diagno- 
sis of  cancer.  In  other  words,  approximately 
40  ultrasound  examinations  have  to  be  done 
to  find  one  cancer.  This  low  yield  has  been 
confirmed  by  several  studies. 

EARLY  DETECTION 

In  contrast  to  mass  screening,  TRUS  has 
proven  to  be  extremely  valuable  in  the  evalu- 
ation of  men  with  abnormal  DRE  and/or 
PSA.  The  biopsy  positive  rate  in  men  with 
prostate  nodules  is  approximately  12  percent 
even  if  PSA  is  normal,  43  percent  in  nodules 
associated  with  modest  elevation  of  PSA  (4- 
10),  and  76  percent  in  those  with  a PSA  of 
over  10. 

In  those  men  with  elevated  PSA  but  normal 
DRE,  approximately  60  percent  will  have 
suspicious  TRUS,  and  47  percent  of  these 
will  turn  out  to  have  cancer  for  a 28  percent 
overall  cancer  rate  in  this  group.  If  this  is  bro- 
ken down  into  PSA  ranges  of  4-10,  10-20, 
and  over  20.  the  biopsy  positive  yields  are  40, 
56,  and  67  percent  respectively.  Thus  TRUS 
is  approximately  twice  as  effective  as  DRE  in 
identifying  prostate  cancer,  and  the  combina- 
tion of  abnormal  TRLIS  and  abnormal  PSA 
means  a high  possibility  of  cancer  of  the 
prostate  being  present.  In  men  with  elevated 
PSA  and  both  normal  DRE  and  TRUS,  the 
biopsy  proven  cancer  rate  is  only  1 8 percent. 
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Breakdown  in  lliis  group  is  1 2 percenl  with 
PSA  4-K),  27  percenl  with  PSA  10-20  and  33 
pereenl  if  tlie  PSA  is  over  20. 

The  aecLinudalion  ol'  data  ol'  this  sort  has 
lead  to  the  following  recommendations: 

1.  All  men  with  (ihnoniial  DRK  should 
undergo  a 'FRUS  and  needle  biopsy, 
regardless  of  PSA  level. 

2.  All  men  with  normal  DRE  and  elevated 
PSA  should  undergo  TRUS.  IfTRUS  is 
suspicious,  biopsy  should  be  done.  If 
TRUS  is  negative  the  following  appears 
to  be  a reasonable  approach; 

a.  PSA  4-10.  If  PSA  density  (sec 
below)  is  over  .15,  sextant  biop- 
sies should  be  performed.  If  the 
PSA  density  is  under  .15.  biopsy 
is  not  necessary,  and  the  patient 
should  be  followed  by  periodic 
PSA  and  DRE. 

b.  If  the  PSA  is  over  10,  sextant 
biopsies  should  be  performed. 

This  scheme  will  undoubtedly  miss  some 
cancers,  usually  microseopie,  with  PSA  in  the 
4-10  range,  but  there  is  serious  concern  that 
early  discovery  of  these  small  lesions  can 
lead  to  over  treatment  of  clinically  insignifi- 
cant lesions.  It  is  well  recognized  that  the 
incidence  of  microseopie  cancer  and  clinical- 
ly apparent  cancer  are  widely  disparate.  This 
approach  will  lower  the  rate  of  unnecessary 
and  unproductive  biopsy,  and  if  the  patient  is 
followed  by  serial  PSA  determinations,  it 
should  not  significantly  impact  cure  adverse- 
ly in  the  event  that  cancer  is  later  discovered. 

DETERMINE  PROSTATE  VOLUME 

TRUS  allows  taking  of  various  measurements 
which  can  be  used  to  determine  prostate  vol- 
ume, and  thus  weight,  with  a reasonable 
degree  of  accuracy.  It  is  well  known  that  PSA 
elevation  is  an  indication  of  prostate  disease. 
not  necessarily  prostate  cancer,  and  that  in 
prostate  cancer  screening  the  most  common 
cause  of  false  positive  elevation  of  the  PSA  is 
benign  prostatic  enlargement.  PSA  is  pro- 
duced by  prostatic  epithelial  cells  only,  and  as 
benign  enlargement  consists  of  variable 


epithelial  and  stromal  elements,  correlation 
between  PSA  level  and  gland  size  is  not 
exact.  Nonetheless,  the  concept  of  PSA  densi- 
ty, i.e.  the  amount  of  serum  PSA  per  gram  of 
prostate  tissue,  has  proven  to  be  helpful  in 
assessing  the  relative  risk  of  cancer  in  men 
with  mild  PSA  elevations  in  the  range  of  4-10 
and  even  in  men  with  normal  PSA.  Based  on 
studies  of  large  groups  of  men,  PSA  density 
of  less  than  .15  almost  always  indicates 
benign  disease.  Increasing  densities  above  .15 
are  associated  with  increasing  incidence  of 
cancer.  Estimation  of  prostate  size  by  DRE  is 
notoriously  inaccurate,  even  when  done  by 
highly  experienced  physicians;  TRUS  allows 
more  accurate  and  reproducible  estimates. 

GUIDANCE  FOR  NEEDLE  BIOPSY 

Prostate  biopsy  using  ultrasound  guidance  of 
a small  needle  fired  by  spring  loaded  device 
is  a major  step  forward  in  terms  of  accuracy, 
patient  comfort,  lower  morbidity,  and  cost. 
As  the  path  of  the  needle  can  be  observed  by 
real  time  imaging,  accuracy  is  particularly 
enhanced  for  smaller  lesions  and/or  non-pal- 
pable  lesions.  For  sextant  biopsies,  it  assures 
accurate  and  appropriate  sampling  of  the 
gland. 

CLINICAL  STAGING  FOR  PROSTATE 
CANCER 

TRUS  can  be  helpful  in  assessing  capsular 
penetration  and  seminal  vesicle  involvement, 
particularly  the  latter.  As  with  all  imaging 
modalities,  significant  understaging  can  and 
does  occur,  the  incidence  of  understaging 
being  reported  as  high  as  60  percent.  This 
actually  compares  favorably  with  CT  scan- 
ning. and  while  not  as  good  as  MRI,  the  cost 
and  limited  availability  of  MRI  certainly  limit 
its  usefulness.  Guided  biopsy  for  staging  can 
be  helpful  in  areas  where  cancer  is  most  like- 
ly to  break  through,  i.e.  the  base  of  the  gland 
and  the  apex.  TRUS  can  also  be  helpful  in 
identifying  and  biopsing  local  recurrence 
after  radical  prostatectomy  or  irradiation, 
though  increasing  PSA  is  a more  sensitive 
indicator. 
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SUMMARY 

While  TRUS  is  not  of  value  as  a screening 
tool,  it  is  of  considerable  value  in  the  early 
detection  of  cancer  of  the  prostate  in  men 
with  abnormal  DRE  and/or  PSA.  TRUS 
enables  calculation  of  PSA  density  to  identify 
men  at  low  risk,  thus  eliminating  many 
unnecessary  biopsies.  This  results  in  favor- 
able impact  on  both  cost  and  morbidity. 
When  biopsy  is  necessary,  TRUS  greatly 
enhances  accuracy.  Its  role  in  staging  is  of 
less  importance  but  can  be  useful  when  posi- 
tive, and  it  adds  little  to  the  cost  or  complexi- 
ty of  the  examination.  □ 
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INTRODUCTION  TO  MANAGEMENT  OF 
PROSTATE  CANCER 


NABIL  K.  BISSADA,  M.  D.  * 


'I’he  choice  of  nianagemenl  I'or  the  patient 
with  prostate  cancer  is  generally  based  on 
stage  and  grade  of  tlie  cancer  and  the  life 
expectancy  of  the  patient. 

Patients  with  clinically  localized  (organ- 
conl  ined)  carcinoma  of  the  prostate  who  have 
a life  expectancy  exceeding  10  years  are  best 
managed  by  potentially  curative  treatment. 
Currently  radical  prostatectomy  or  definitive 
external  radiation  therapy  are  the  established 
treatment  modalities  with  curative  intent. 
Patients  with  limited  life  expectancy  who 
have  a small  volume,  low  or  moderate  grade 
prostatic  cancer  are  reasonably  managed 
expectantly,  with  utilization  of  hormonal 


management  when  there  is  evidence  of  dis- 
ease progression. 

Patients  with  advanced  disease  are  managed 
by  early  or  delayed  hormonal  management 
(androgen  deprivation).  This  can  be  accom- 
plished by  a variety  of  modalities  and  may  be 
subtotal  (testicular  androgen  deprivation 
which  can  be  accomplished  by  orchiectomy 
or  by  medications)  or  maximal  (testicular  and 
adrenal  androgen  deprivation).  Surgery  and 
radiotherapy  may  be  required  in  patients  with 
advanced  disease  for  palliation  of  certain 
complications  such  as  bladder  outlet  or 
ureteric  or  rectal  obstruction,  painful  skeletal 
metastases,  and  pending  cord  compression.  H 


SURGICAL  MANAGEMENT  OF  PROSTATE 
CANCER 

NABIL  K.  BISSADA,  M.  D.* 


Surgical  procedures  play  an  important  role  in 
the  staging  and  treatment  of  prostate  cancer. 
Pelvic  lymphadenectomy  provides  important 
information  about  the  stage  of  prostate  cancer 
in  patients  who  are  at  risk  of  nodal  extention. 
This  may  be  accomplished  by  open  surgical 
approach  or  laparoscopically.  Radical  per- 
ineal or  retropubic  prostatectomy  is  consid- 
ered by  the  vast  majority  of  urologists  to  be 
the  treatment  of  choice  for  localized  prostatic 
carcinoma.  Other  surgical  procedures  utilized 
in  patients  with  prostatic  adenocarcinoma 
include  bilateral  orchiectomy  as  a method  of 
androgen  deprivation,  transurethral  resection 
of  the  prostate  for  bladder  outlet  obstruction. 


*Department  of  Urology,  Medical  University  of  South 
Carolina,  171  Ashley  Avenue.  Charleston.  SC  29425. 


surgical  management  of  ureteral  or  rectal 
obstruction,  and  of  impending  fractures. 

In  the  last  decade,  as  a result  of  improv- 
ments  in  surgical  techniques,  radical  prostate- 
ctomy has  gained  increasing  popularity  as  a 
preferred  treatment  modality  for  localized 
prostatic  carcinoma. 

Single  institutional  experiences  with  radical 
prostatectomy  for  organ  confined  disease  has 
reported  excellent  long-term  survival  that  is 
essentially  equivalent  to  that  of  age  matched 
male  population  without  prostate  cancer.  The 
five.  10  and  15  year  disease  free  survival 
range  from  82  to  94  percent.  63  to  78  percent 
and  27  to  60  percent  respectively.  The  utiliza- 
tion of  PSA  in  the  long-term  follow-up  of 
patients  after  radical  prostatectomy  indicates 
that  the  majority  of  patients  with  pathologically 
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organ  confined  disease  are  indeed  cured  of 
their  cancer  by  radical  prostatectomy.  No 
other  treatment  modality  offers  similar  rates 
of  long-term  clinical  and  biochemical  long- 
term disease  free  survival. 

Candidates  for  radical  prostatectomy  are 
men  with  life  expectancy  exceeding  10  years 
who  have  clinically  organ  confined  disease. 
Projecting  an  individual  life  expectancy,  how- 
ever is  a very  inexact  science.  Erom  data 
gathered  by  the  U.S.  Census  Bureau,  an  aver- 
age man  at  age  65  has  a life  expectancy  of  14 
years,  at  age  70,  a life  expectancy  of  1 1 years 
and  at  age  75,  an  expectancy  of  9 years. 

Most  urologists  base  their  estimates  of  life 
expectancy  on  clinical  information  including 
the  presence  of  co-morbidities,  physiologie 
condition  and  family  history  (parental  and 
sibling  age  attainment). 

Candidates  for  radical  prostatectomy  must 
have  clinically  organ  confined  disease.  This 
include  patients  with  stage  A (Tl),  and  B (T2) 
tumors.  Most  patients  with  stage  A1  (Tla)  and 
low  grade  tumors  can  be  managed  expectantly. 
Others  (stages  Tib,  c and  T2  a,  b,  c)  are  man- 
aged by  radical  prostatectomy. 

There  are  two  approaches  to  radical  prosta- 
tectomy, the  retropubic  and  the  perineal 
approaeh.  There  are  a number  of  advantages 
and  disadvantages  to  each  of  these  approaches. 
However,  they  seem  to  have  similar  morbidi- 
ty and  effectiveness.  The  main  advantage  of 
perineal  prostatectomy  is  rapid  convalescence 
and  diminished  risk  of  blood  loss  which 
makes  it  especially  attractive  in  Jehovah’s 
Witness  patients  who  don’t  accept  any  blood 
transfusions.  The  main  advantage  of  retropu- 
bic prostatectomy  is  the  ability  to  perform 
pelvic  lymph  node  dissection  simultaneously. 
However,  with  the  development  of  laparo- 
scopie  approach  to  pelvic  lymphadenectomy, 
the  indications  for  open  pelvic  lymphadenec- 
tomy have  diminished. 


SIDE  EFFECTS 

The  morbidity  associated  with  radical  prosta- 
tectomy include  impotenee,  urinary  inconti- 
nence, blood  loss,  infection,  pulmonary  and 
thromboembolic  complications,  and  rectal 
injury.  Erectile  dysfunction  is  the  most  com- 
mon complication  of  radical  prostatectomy  as 
well  as  with  all  other  treatment  modalities  for 
prostatic  carcinoma.  Eortunately  this  is  now  a 
treatable  condition  (V.I.).  Urinary  inconti- 
nence is  usually  temporary  in  the  majority  of 
patients.  In  some  patients,  mild  stress  inconti- 
nence or  occasionally  severe  incontinence 
may  persist  and  may  require  urologic  inter- 
vention. □ 
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HISTORY 

'riio  rising  incidence  of  prostate  cancer  in  an 
expanding  and  an  aging  population  has  creat- 
ed medical  and  ethical  dilemmas  regarding 
treatment.  Careful  identification  of  specific 
subsets  of  patients  are  needed  to  determine 
which  group  would  benefit  from  treatment  as 
opposed  to  watchful  waiting.  Considered  an 
alternative  in  some  cultures,  watchful  waiting 
may  be  difficult  in  an  American  culture  in 
which  the  anxiety  of  living  with  a known  can- 
cer might  be  impossible. 

In  a landmark  article  in  1967,  Del  Regato 
postulated  that  radiotherapy  would  become 
the  treatment  of  choice  for  localized  prostate 
cancer.'  Controversies  persist  25  years  later. 
Not  only  do  radiation  oncologists  and  urolo- 
gists debate  the  efficacy  of  definitive  radio- 
therapy as  compared  that  of  the  radical 
prostatectomy,  but  radiation  oncologist  also 
argue  among  themselves  over  issues  such  as 
field  size  and  dose.  Patients  have  become 
well  informed  in  the  decision  making  process 
of  their  health  care.  Acceptable  side  effects  of 
the  various  treatment  options  may  be  the  final 
determinant  of  treatment  selection. 

LOCALIZED  DISEASE 

Candidates  for  radiation  therapy  should  have 
a histological  diagnosis  for  cancer  and  a neg- 
ative staging  evaluation  for  distant  metas- 
tases.  A conclusion  from  the  National  Cancer 
Institute  Consensus  Conference  on  prostate 
cancer  in  1987  was  that  local  tumors  and 
periprostatic  tumors  can  be  effectively  con- 
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trolled  with  radiation.  In  fact,  the  lO-year 
crude  survival  rates  for  stages  A2  and  B dis- 
ease after  radiation  are  equivalent  to  the 
expected  survival  of  men  in  comparable  age 
groups.  The  impact  on  survival  of  treating 
regional  lymph  nodes  is  less  clear.  While 
there  are  effttrts  to  stratify  patients  into  treat- 
ment subgroups  based  on  predictive  features, 
radiation  remains  a viable  option  for  those 
patients  desiring  treatment  for  localized 
prostate  cancer.^'''* 

LOCALLY  ADVANCED 

The  role  of  radiotherapy  for  locally  advanced 
prostate  cancer  is  less  well  established. 
Untreated  Stage  C prostate  cancer  has  a pre- 
dicted survival  of  only  two-three  years. 
Bagshaw  first  reported  in  1973  a 52  percent 
five-year  and  28  percent  10-year  survival  rate 
in  Stage  C prostate  cancer  treated  by  external 
beam  radiotherapy.  In  a compilation  of  data 
from  a number  of  series  with  1568  patients 
with  Stage  C cancer,  there  was  a five-year 
survival  range  of  58  to  72  percent,  at  10  years 
survival  was  36  to  38  percent.^ 

Although  CT,  MRI,  transrectal  ultrasound, 
and  laparoscopic  staging  have  aided  in  better 
defining  the  extent  of  disease,  there  remains 
controversy  on  best  management  for  locally 
advanced  disease.  Radiotherapy  remains  a 
good  option  in  providing  local  control  often 
in  the  context  of  hormonal  manipulation. 
Treatment  fields  must  be  individualized  based 
on  extent  of  disease,  nodal  involvement, 
grade  of  the  biopsied  tissue,  and  the  patients 
other  medical  problems. 

METASTATIC  DISEASE 

Prostate  cancer  is  known  for  its  tendency  to 
metastasize  to  bone  with  an  axial  skeleton 
predilection.  Although  metastases  can  occur 
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lo  the  lung,  liver,  and  even  brain,  this  is  rela- 
tively uncommon  when  compared  to  bone 
metastases.  In  the  past,  approximately  40  per- 
cent of  patients  with  prostate  cancer  were 
diagnosed  with  the  presence  of  metastatic  dis- 
ease. Recently,  this  has  decreased  to  the  20 
percent  range  because  of  the  trend  towards 
earlier  diagnosis. 

External  beam  radiation  is  commonly  used 
in  the  palliation  of  painful  bony  metastases. 
The  vast  majority  of  patients  will  obtain  pain 
relief  with  doses  in  the  3000  cGy  range  given 
over  two  to  three  weeks.  Fortunately  the  mor- 
bidity of  such  treatment  is  low  as  the  radia- 
tion is  directed  to  the  involved  bone  only.  In 
the  case  of  widespread  symptomatic  bony 
metastases,  hemibody  irradiation  can  be 
given.  The  treatment  related  toxicity  is  signif- 
icant mainly  due  to  the  substantial  treatment 
volume. 

Systemic  use  of  radioactive  isotopes  can  be 
of  benefit  in  the  setting  of  diffuse  bony  dis- 
ease. For  example,  Strontium-89  has  been 
used  as  a successful  adjunct  to  external  beam 
treatment.  Strontium  is  a beta  emitter  that  is 
taken  up  at  sites  of  diseased  bone  and 
deposits  its  dose  over  a very  short  range.*’ 

Radiation  therapy  is  not  necessarily  indicat- 
ed in  all  patients  with  bone  scan  evidence  of 
metastatic  disease  especially  when  the  patient 
does  not  complain  of  bone  pain.  However, 
radiation  is  often  recommended  in  an  asymp- 
tomatic patient  with  metastatic  disease  in  a 
weight  bearing  bone.  Prophylactic  treatment 
is  given  in  order  to  help  prevent  subsequent 
fracture  in  a high  risk  area  such  as  the  femur. 

TREATMENT  TECHNIQUE 

The  combination  of  modern  day  radiotherapy 
equipment  and  carefully  utilized  treatment 
techniques  have  led  to  the  improved  efficacy 
and  decreased  treatment  related  morbidity  in 
the  definitive  management  of  prostate  cancer. 
When  external  beam  radiotherapy  is  decided 
upon,  the  current  standard  of  care  is  to  use  a 
high  energy  linear  accelerator  with  photon 
energies  in  the  six  to  18  MV  range. 

The  original  field  covers  the  prostate  with 


or  without  the  pelvic  lymph  nodes.  Generally 
a dose  of  4500  cGy  in  25  daily  fractions  is 
prescribed.  A carefully  planned  boost  is  used 
to  concentrate  the  dose  to  the  prostate  gland. 
Based  on  the  stage  of  the  disease,  the  final 
dose  to  the  boost  field  is  determined.  Doses 
between  6500  cGy  to  7000  cGy  are  usually 
expected.  Future  advancements  in  three- 
dimensional  treatment  planning  will  likely 
lead  to  dose  escalating  treatment  regimens. 
The  treatment  will  be  designed  to  increase  the 
dose  to  a more  defined  volume  and  also 
decrease  the  dose  to  the  adjacent  bladder  and 
rectum.  The  effect  of  more  sophisticated  ther- 
apeutic planning  will  hopefully  be  realized  in 
terms  of  improved  local  control  and  overall 
outcome  while  minimizing  morbidity. 

A number  of  urologists  and  radiation  oncol- 
ogists recommend  an  interstitial  seed  implant 
in  early  localized  prostate  cancers.  The  seeds 
can  be  implanted  either  during  a laparotomy 
or  by  a transperineal  approach.  A variety  of 
radioisotopes  are  utilized  including  radioac- 
tive iodine,  gold,  radon,  and  more  recently 
palladium.  Although  each  of  these  isotopes 
has  different  advantages  based  on  its  energy 
or  half  life,  each  isotope  has  the  advantage  of 
delivering  a high  dose  of  radiation  to  a dis- 
crete volume  with  the  dose  decreasing  expo- 
nentially. Therefore  the  acute  and  chronic 
effects  on  organ  function  are  minimized. 
Survival  comparisons  are  difficult  to  assess 
because  of  the  selectivity  of  patients 
amenable  to  this  procedure. 

SIDE  EEEECTS 

The  sequelae  of  radiation  treatments  related 
to  definitive  treatment  of  prostate  cancer  can 
be  divided  into  acute  and  chronic  effects. 
Acute  problems  include  gastrointestinal  side 
effects  manifested  by  diarrhea,  occasional 
rectal  pains,  and  rarely  rectal  bleeding. 
Patients  who  suffer  from  hemorrhoids  may 
experience  more  irritation  during  the  treat- 
ment. Management  of  the  above  side  effects 
generally  requires  anti-diaiTheal  agents,  a low 
fat  diet,  and  symptomatic  treatment  of  hemor- 
rhoids. Acute  effects  related  to  the  urinary 
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tract  incliiclc  dysmia,  increased  urinary  fre- 
qnency,  and  possibly  hematuria.  Treatment 
with  antispasmodics,  increased  daily  I'luitI 
intake,  and  even  antibiotics  il’  infection  is 
doenmented  is  generally  easily  accomplished. 

Late  complications  are  of  more  concern  to 
the  radiation  oncologist  as  quality  of  life 
issues  are  very  important.  In  terms  ol  intesti- 
nal problems,  chronic  proctitis  and  even  rec- 
tal strictures  can  occur.  As  a result,  a colosto- 
my is  required  in  zero  to  six  percent  of 
patients,  d’he  incidence  of  complications  is 
related  to  the  volume  of  rectum  irradiated  and 
dose  to  the  rectal  wall. 

Approximately  zero  to  26  percent  of 
patients  will  experience  some  manifestation 
of  a genito-Lirinary  complication  months  after 
treatment.  The  main  complications  include 
urethral  stricture,  chronic  cystitis,  and  urinary 
incontinence.  Again,  the  likelihood  of  severe 
problems  after  radiation  is  related  to  the  dose 
given  and  volume  treated.  With  strict  atten- 
tion to  the  details  of  therapy  the  late  compli- 
cation can  be  minimized.' 

CONCLUSION 

Radiotherapy  has  played  a role  in  the  man- 
agement of  prostate  cancer  for  over  seventy- 
five  years.  There  are  defined  roles  in  the 
management  of  local,  locally  advanced  and 
metastatic  stages  of  disease.  Although  our 
understanding  of  the  disease  has  increased 
exponentially  during  this  period,  controver- 
sies regarding  management  persist  with  large 


regional  variations.  With  die  growth  in  num- 
bers of  trained  radiation  oncologists  and  of 
high  energy  linear  accelerators,  the  availabili- 
ty of  high  quality  radiotherapy  will  become 
more  prevalent.  Until  we  can  unravel  the 
complexities  of  prostate  cancer,  these  highly 
complicated  malignancies  should  be  managed 
in  a midtidisciplinary  setting  in  which  the 
most  sophisticated  techniques  of  diagnosis, 
staging  and  treatment  are  available  and  in 
which  the  patient  can  be  an  informed  partici- 
pant in  his  management.  H 
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system  effect  is  to  Increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  In  increased  penile  inflow, 
decreased  penile  outflow  or  both. 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug  Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  it  any,  would  be  to  lower  it,  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications:  Yocon”  Is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac 

Contraindications:  Renal  diseases,  and  patient's  sensitive  to  the  drug.  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications 

Warning:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy.  Neither  is  this  drug  proposed  tor  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug. ''■2  Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally.'' ^ 

Dosage  and  Administration:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence. ' ^ 1 tablet  (5.4  mg)  3 times  a day,  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness.  In  the  event  of  side  effects  dosage  to  be  reduced  to  Vi  tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks.  3 
How  Supplied:  Oral  tablets  of  Yocon^  1/12  gr.  5.4  mg  in 
bottles  of  100's  NDC  53159-001-01  and  1000's  NDC 
53159-001-10. 

References: 

1.  A,  Morales  et  al..  New  England  Journal  of  Medi- 
cine: 1221 . November  12, 1981 . 

2.  Goodman,  Gilman  — The  Pharmacological  basis 
of  Therapeutics  6th  ed  ,,  p 176-188. 

McMillan  December  Rev.  1/85, 

3.  Weekly  Urological  Clinical  letter.  27:2,  July  4, 

1983. 

4.  A.  Morales  etal.,  The  Journal  of  Urology  128: 

45-47, 1982. 

Rev.  1/85 

I lOOTAWJtf 

AVAILABLE  AT  PHARMACIES  NATIONVYIdI^^^I^? 
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May  1994 

HIGHLIGHTS  OF  THE  APRIL  28  BOARD  OF  TRUSTEES  MEETING 


The  SCMA  Board  of  Trustees  voted  to  issue  a letter  to 
the  media  in  support  of  the  CDC’s  AIDS  prevention  pub- 
lic service  announcements. 

The  board  also  voted  to  request  a $1.00  increase  in  the 
Workers'  Compensation  conversion  factor. 


Elected  to  the  board  of  SCIMER  were  Lyn  H.  Hammond, 
MD,  Greenville;  T.  Mark  Meyer,  MD,  Aiken;  Teresa  D. 
MacPherson,  Orangeburg;  and  Frank  Humbles,  MD, 
Conway.  Elected  to  the  board  of  the  Members'  Insurance 
Trust  was  Thomas  C.  Appleby,  MD,  Charleston. 

□ 


MEDICARE  UPDATE 


By  now  you  should  have  received  the  May,  1994 
Medicare  Advisory.  This  Advisory  contains  important 
infom  'r«n  and  should  be  read  carefully. 

Physician  Direction  ofEMS:  CPT  code  99288  (Physi- 
cian Direction  of  Emergency  Medical  System  [EMS] 
Emergency  Care,  Advanced  Life  Support)  can  only  be 
billed  by  ambulance  companies  and  cannot  be  billed  by 
Emergency  Room  physicians. 

Modifier  Update:  Updates  for  modifiers  22, 54  and  55 
are  detailed  in  the  May  1994  Advisory. 

NPs.  CNSs  and  PAs:  Physician-employers  can  bill  using 
the  physician's  number  for  “incident  to”  services  per- 
formed by  Nurse  Practitioners  (NP),  Qinical  Nurse  Spe- 
cialists (CNS)  or  Riysician  Assistants  (PAs)  as  if  the  ser- 
vices were  actually  performed  by  the  physician.  These 
services  must  meet  the  requirements  of  an  “incident  to” 
service.  For  a complete  definition  of  “incident  to”  ser- 
vices and  billing  instructions,  please  refer  to  the  May, 
1994  Medicare  Advisory. 


Medicare  Workshops:  Medicare  has  scheduled  Basic 
Billing,  Anesthesia  and  Ambulatory  Surgical  Center  specialty 
workshops  in  June  and  July.  Please  see  the  May,  1 994  Advi- 
sory for  dates,  times  and  registration  forms. 

Medicare  Secondary  Payor  Update:  Included  in  the 
May,  1994  Advisory  is  an  update  on  the  changes  to  MSP 
provisions.  Please  read  this  article. 

ICD-9Codin2:  Medicare  requires  physicians  to  include 
a complete  diagnosis  code  (or  codes)  on  each  claim  form 
submitted  for  payment.  HCFA  has  adopted  the  ICD-9  - 
CM  coding  system  for  this  purpose.  You  must  include  an 
ICD-9-CM  code  on  all  Medicare  claims.  Claims  may  be 
denied,  returned  or  delayed  if  this  information  is  miss- 
ing. Providers  who  knowingly  and  willfully  fail  to  pro- 
vide the  appropriate  diagnostic  code  may  be  fined  up  to 
$2,000.  This  coding  requirement  does  not  apply  to  bills 
from  ambulance  suppliers  or  laboratories  (except  for 
physician  laboratory  services). 

( continued  on  page  2 ) 


MEDICARE  UPDATE  (continued) 


Health  Professional  Shortaee  Areas  (HPSAs): 
Effective  on  or  after  June  1,  1994,  Colleton  and 
Bamberg  are  classified  as  HPSAs  and  may  be  billed 
as  such.  Physicians  must  report  modifier  QB  in  item 
24  of  the  HCFA-1500  claim  form  for  each  line  of 
professional  service  provided  in  the  HPSA  area. 
Technical  services,  drugs  and  supplies  are  not  eligible 
for  HPSA  incentive  payments.  HPSA  incentive 
payments  of  10  percent  are  issued  once  a quarter. 


New  Medical  Director:  Dr.  David  P.  Sheridan  joined  the 
Medicare  Part  B Division  as  Medical  Director  on  March 
21,  1994.  Dr.  Sheridan  is  a 1976  graduate  of  the  Uni- 
versity of  Iowa  Medical  School  and  is  currently  board  cer- 
tified in  the  field  of  Preventive  Medicine  and  Public 
Health.  Dr.  Sheridan  brings  to  Medicare  operations  an 
impressive  reputation  for  both  his  medical  teaching  skills 
and  his  extensive  background  in  automated  database 
analyses.  □ 


MEDICAID  UPDATE 


Medicaid  Workshops:  The  State  Health  and  Human  Ser- 
vices Finance  Commission  will  be  conducting  Medicaid 
workshops  statewide.  The  focus  of  the  workshop  will  be 
on  the  third  party  liability  (TPL)  claims  and  processing 
changes.  Family  Planning  Waiver,  policy  updates  and 
Medicaid  billing  procedures.  A pre-registration  form  has 
been  mailed  to  enrolled  physicians’  offices.  Following  is 
a list  of  dates  and  locations  of  the  upcoming  workshops 
which  are  aU  scheduled  from  9:30  am  to  4:30  pm. 

Florence,  Wednesday,  5/18/94 
Florence/Darlington  Technical  College 
Building  400,  Room  401 

Columbia,  Thursday,  5/19/94 
Richland  Memorial  Hospital 
Main  Building  Auditorium 

Greenville,  Tuesday,  5/24/94 
Greenville  Memorial  Hospital  Auditorium 

Conway,  Thursday,  5/26/94 
Coastal  Carolina  University 
Wall  Building  Auditorium 

Greenwood,  Wednesday,  6/1/94 

Self  Memorial  Hospital 

A.  P Nisbet  Educational  Center 

Rock  HiU,  Thursday,  6/2/94 
Winthrop  College,  Kinard  Auditorium 

Please  call  253-6134  in  Columbia  to  register  or  if  you 
have  questions. 

Medicaid  Provider  Number:  As  a reminder,  the  Finance 
Commission  will  no  longer  research  claims  submitted 
without  a Medicaid  Provider  Number.  Qaims  without  a 
Medicaid  Provider  Number  or  an  incomplete  number  will 
be  returned  to  the  provider  for  corrective  action. 


Medicaid/Private  Insurance  Filine:  The  pay  and  chase 
methodology  is  now  in  effect  for  all  physician,  nurse  prac- 
titioner, certified  nurse  midwife,  and  certified  registered 
nurse  anesthetist  claims.  Any  claims  rejected  with  error 
code  150  prior  to  April  1, 1994  can  be  resubmitted  on  the 
Error  Correction  Form  or  the  HCFA  1500,  regardless  of 
the  date  of  service. 

Managed  Care  Update:  Governor  Carroll  A.  Campbell 
submitted  the  Palmetto  Health  Initiative  (PHI)  waiver  pro- 
posal on  March  3,  1994  to  the  Health  Care  Financing 
Administration.  The  PHI  proposal  emphasizes  managed 
care,  simplified  eligibility  and  expanded  Medicaid  cov- 
erage to  SC  residents  at  or  below  100  percent  of  the  fed- 
eral poverty  level.  In  addition,  if  resources  permit,  the  pro- 
ject will  phase  in  health  care  coverage  for  children  whose 
family  incomes  are  at  or  below  1 33  percent  of  poverty. 
Health  care  services  will  be  delivered  either  through  fully 
capitated  care  plans  or  through  a primary  care  case  man- 
agement system. 

The  state  expects  to  begin  enrolling  members  in  the  PHI 
on  July  1, 1995.  This  will  provide  adequate  time  for  the 
state  to  continue  to  work  with  the  medical  community  and 
the  legislature  to  ensure  a smooth  implementation.  The 
state  will  continue  to  woric  with  individual  physicians, 
the  specialty  societies  and  SCMA,  as  well  as  with  the  leg- 
islature, to  move  towards  greater  detail  and  clarity  on  the 
program  design. 

Provider  Enrollment:  Provider  enroUmenf  s new  phone 
number  is  (803)  788-7622,  ext.  1650. 

□ 
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PHYSICIANS  CARE  NETWORK  UPDATE 
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The  Physicians  Care  Network  has  signed  a total  of  eight  hospital  contracts:  Baptist  Medical  Center  in  Columbia; 
MUSC,  Roper,  Charleston  Memorial,  and  Baker  in  Charleston;  Trident  Regional  Health  System  in  North 
Charleston;  Chester  County  Memorial  Hospital;  and  Piedmont  Medical  Center  in  Rock  Hill.  To  date, 
approximately  2,400  physicians  have  enrolled. 


ACMG  is  developing  a personnel  training  session  for  you  and  your  office  staff.  Details  will  be  forthcoming. 
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Resolutions:  A resolution  submitted  by  the  Lexington 
Medical  Association  calling  for  smoke-free  state  build- 
ings and  athletic  facilities  was  adopted,  as  was  a reso- 
lution from  the  SC  Chapter  of  the  AAP  recommending 
smoke-free  schools  in  SC. 

The  House  endorsed  a recommendation  that  a minimum 
of  one  individual  trained  in  cardiopulmonary  resusci- 
tation be  present  at  organized  sports  events.  A resolu- 
tion calling  for  opposition  to  school-based  and  school- 
linked  clinics  in  SC  public  schools  was  referred  to  the 
SCMA  Board  of  Trustees.  The  Board  of  Trustees  reso- 
lution on  improving  the  health  of  South  Carolinians  — 
specifically  through  increasing  the  number  of  hours  in 
the  school  curriculum  given  to  health  education — was 
adopted,  as  was  a resolution  supporting  legislation  to 
establish  the  state  cancer  registry.  A resolution  submit- 
ted by  the  SC  Chapter  of  the  AAP  was  amended  to  call 
for  support  of  legislation  on  gun  access  “which  both  edu- 
cates the  public  on  proper  gun  storage  techniques  and 
provides  knowledge  of  firearms  safety  for  minors.” 

Also  adopted  was  a resolution  supporting  the  patient's 
right  to  choose  his  or  her  physician  and  the  physician's 
right  to  participate  in  a managed  care  environment.  This 
resolution  also  called  for  encouraging  legislation  on  this 
subject  in  the  1995  General  Assembly.  By  adoption  of 
a resolution  from  the  Specialty  Society  Caucus,  the 
SCMA  was  encouraged  to  continue  to  react  vigorous- 
ly and  positively  in  the  legislative  arena  and  promote 
unity  through  improved  communication. 


A resolution  supporting  direct  access  to  dermatological 
and  other  specialty  care  was  referred  to  the  SCMA  Board 
of  Trustees,  and  a resolution  calling  for  the  repeal  of 
CLIA  was  amended  and  adopted. 

Officers:  Officers  elected  or  reelected  are  as  follows; 
President-elect:  Benjamin  E.  Nicholson,  MD;  Secretary: 
Bryan  L.  Walker,  MD;  Treasurer  Carol  S.  Nichols,  MD; 
Trustees,  District  2:  S.  Nelson  Weston,  MD,  and  Vasa 
Cate,  MD;  Trustees,  District  4;  Patricia  Westmoreland, 
MD,  and  Jerry  R.  Powell,  MD;  Tmstees,  District  6;  Som- 
pong  Kraikit,  MD,  and  Kenneth  L.  DeHart,  MD;  Tmstee, 
District  8;  Dallas  Lovelace,  MD;  and  Trustee,  District 
9;  Robert  H.  Taylor,  MD.;  AMA  Delegates;  Walter  J. 
Roberts,  Jr.,  MD,  and  Daniel  W.  Brake,  MD;  AMA 
Alternate  Delegates;  Roger  A.  Gaddy,  MD,  and  S.  Nel- 
son Weston,  MD. 

Board  of  Trustees  Reorganization:  Following  the  sine 
die  adjournment  of  the  House  of  Delegates,  the  SCMA 
Board  of  Trustees  met  and  elected  the  following:  S.  Nel- 
son Weston,  MD,  Chairman  of  the  Board;  Jerry  R.  Pow- 
ell, MD,  Vice  Chairman  of  the  Board;  Richard  E.  Ulmer, 
MD,  Executive  Committee  Member  At  Large;  and  Patri- 
cia Westmoreland,  MD,  Qerk. 

Commendations:  Gerard  C.  Jebaily,  MD;  and  Euta  M. 
Colvin,  MD,  were  commended  by  the  House  of  Dele- 
gates for  their  work  as  Chairman  of  the  Continuing  Med- 
ical Education  and  Risk  Management  Committees, 
respectively.  □ 
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HEALTH  SYSTEM  REFORM 
LEGISLATION 


EXAMPLES  OF  MD-RN 
COLLABORATION  SOUGHT 


The  SCMA  and  other  state  medical  societies,  64  med- 
ical specialty  societies,  and  the  American  Medical  Asso- 
ciation agree  that  any  health  system  reform  legislation 
should: 

• Achieve  universal  coverage. 

• Assure  that  every  American  has  his/her  choice 
of  health  plans,  physicians  and  other 
providers. 

• Establish  competition  in  the  marketplace. 

• Give  patients  price  and  quality  information. 

• Eliminate  needless  bureaucracy. 

• Provide  significant  antitrust  relief. 

• Allow  for  physician-directed  health  care  net- 
works. 

• Contain  enhanced  self-regulatory  powers. 

The  names  of  the  state  medical  societies  and  specialty 
societies  were  published,  along  with  a letter  to  Congress 
listing  the  above,  were  recently  published  in  a full-page 
ad  in  The  Wall  Street  Journal,  The  New  York  Times,  The 
Washington  Post,  and  USA  Today.  □ 


OSHA  UPDATE 

Enforcement  Policy  and  Procedures  for  Occupation- 
al Exposure  to  Tuberculosis:  The  April  1994  OSHA- 
GRAM  from  the  SC  Department  of  Labor  includes  infor- 
mation regarding  prevention  of  the  spread  of  tuberculosis. 

For  a copy  of  the  “Enforcement  Procedures  for  TB,” 
please  call  the  SC  Department  oflxibor  in  Columbia  at 
734-9600.  □ 


The  AMA  Department  of  Health  System  Reform  Poh-  | 
cy  Analysis  is  looking  to  identify  programs  and/or  prac-  j 
tice  examples  where  physicians  and  nurses  have  been  or 
are  working  on  a collaborative  basis  — either  success-  I 
fully  or  unsuccessfully.  ! 

I 

Information  compiled  will  be  used  to  examine  practice  ' 
and  payment  issues  with  regard  to  nurses  and  physicians. 
Please  send  any  information  to  the  attention  of  Marcia  ■ 
Moore,  JD,  at  the  AMA  or  send  by  fax  at  (3 12 ) 464-5836.  \ 
If  you  have  questions,  please  call  (312)  464-4710.  i 


CHAMPUS  PREAUTHORIZATION  | 
REQUIREMENTS  j 

Effective  for  procedures  performed  on  or  after  May  1 , | 
1994,  only  the  following  procedures  will  require  preau-  | 
thorization:  Abortion,  Uterine  Incision  or  Excision  and  I 
Cesarean  Section/Removal  of  Fetus.  □ I 


RYAN  WHITE  COMPREHENSIVE  AIDS 

ACT  j 

! 

Federal  regulations  have  been  published  which  require 
medical  facilities,  which  receive  a victim  of  an  emer-  , 
gency  who  is  transported  by  an  Emergency  Response  I 
Employee  (ERE),  to  notify  the  Designated  Officer  of  the 
ERE  not  later  than  48  hours  after  it  is  determined  that  : 
the  patient  has  an  infectious  airborne  disease.  These  reg- 
ulations also  allow  the  ERE  to  request  notification  of 
exposure  to  other  listed  diseases.  □ ' 


STATEWIDE  IMMUNIZATION  CAMPAIGN 

Early  this  month.  Governor  Carrtdl  Campbell  announcerfthatSl  percent  of  South  Carolina's  chiidrett  imder 
two  have  been  Immunixed,  reaching  a goal  the  governor  set  last  year  in  aimouncmg  the  statewide  Iinmtinlxation 
Campaign,  This  represents  an  increase  of  19  percentage  points  over  the  immunization  rate  for  all  of  15^3. 

Hie  Govwior’s  Statewide  Immunization  Oidreach  Comnattee*  created  in  February  of 1993,  dev^oped  a strat-; 
egy  for  improving  SC*$  immunization  rate  for  children  under  the  age  of  two« 

An  important  part  of  the  project  is  the  My  Bctby  Keepsake  Book,  which  contains  health  tips  and  inunun^a- 
don  schedules  for  parents  to  use  in  the  critical  first  two  years  of  their  baby  ^s  life.  More  than  59/100  boohs  are 
being  distributed  to  par^its  at  Imspitals  and  to  at-risk  pregtiant  vmmen  throu^  thi;i||i^lji^|^^ 


I 
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MEDICAL  THERAPY  OF  PROSTATE  CANCER* 


LAWRENCE  B.  AFRIN,  M.  D.** 
ROBERT  K.  STUART,  M.  D. 


INTRODUCTION 

Prostate  cancer  is  now  the  most  commonly 
diagnosed  malignancy  in  men  and  the  second 
leading  cause  of  cancer  death  in  men  in  the 
U.S.'  Unfortunately,  there  have  been  no  revo- 
lutionary advances  in  medical  therapy  of 
prostate  cancer  since  hormonal  therapy  was 
introduced  as  the  mainstay  of  treatment  for 
advanced  prostate  cancer  over  50  years  ago.-  ’ 
This  report  will  review  the  current  standard 
medical  therapies  available  in  the  United 
States  for  this  disease  and  will  also  brietly 
touch  on  present  directions  in  prostate  cancer 
research. 

LOCALIZED  DISEASE 

At  present  there  is  no  role  for  medical  (drug) 
therapy  as  the  primary  treatment  of  localized 
disease  (Stages  A-C)  except  where  it  is  used 
to  palliate  urinary  outlet  obstruction  in 
patients  for  whom  curative-intent  therapy  is 
not  appropriate. 

With  the  current  state  of  medical  therapy 
for  this  disease,  there  also  does  not  appear  to 
be  any  indication  for  adjuvant  (post-surgical) 
medical  treatment  in  Stage  A or  B disease,  at 
least  for  well-  and  moderately-differentiated 
tumors.^  A few  small  studies  have  suggested 
that  hormonal  or  cytotoxic  therapy  after  radi- 
cal prostatectomy  or  definitive  irradiation  for 
Stage  C disease  might  provide  a survival  bene- 
fit.^*’ but  the  jury  is  far  from  reaching  a verdict. 

ADVANCED  DISEASE 

Hormonal  Manipulation 

Hormonal  manipulation  for  advanced  (Stage 


* From  tlie  Division  of  Hematology/Oncology,  Medical 
University  of  South  Carolina.  Charleston. 

**Address  reprint  requests  to  Dr.  Afrin  at  the  Division 
of  Heniatology/Oncology,  MUSC,  171  Ashley  Avenue. 
Charleston,  SC  29425. 


D)  disease  is  the  only  non-controversial 
effective  form  of  systemic  therapy  for  a dis- 
ease which  remains  incurable  at  present.’ At 
the  time  of  diagnosis  40  to  80  percent  of 
patients  already  have  metastatic  disease; 
median  survival  is  two  to  two  and  one-half 
years  and  no  hormonal  manipulation  has  ever 
been  convincingly  demonstrated  to  prolong 
survival.’''  However,  a palliative  benefit  is 
consistently  seen  in  up  to  85  percent  of 
patients  undergoing  the  principal  type  of  hor- 
monal manipulation,  surgical  or  medical  cas- 
tration.’'’" 

All  hormonal  manipulation  in  prostate  can- 
cer (summarized  in  Table  1)  is  directed 
toward  ablating  androgenic  effects  on 
prostate  tissue.  The  testes  produce  the  large 
majority  of  the  total  body  androgen  supply; 
whether  adrenal  androgen  production  signifi- 
cantly affects  prostate  growth  and  function 
remains  controversial."’  It  has  been  clearly 
shown  that  the  prostate  is  an  androgen-depen- 
dent organ  which  rapidly  involutes  on  with- 
drawal of  androgens  due  to  specific  loss  of 
glandular  epithelial  cells  by  programmed  cell 
death,  or  apoptosis.'’  Furthermore,  androgen- 
dependent  prostate  cancer  cells  also  undergo 
apoptosis  upon  androgen  deprivation.  Thus,  it 
is  the  expansion  of  the  androgen-independent 
prostate  cancer  clone  which  ultimately  causes 
the  demise  of  the  patient."’ 

Subtotal  androgen  ablation  is  accomplished 
surgically  by  bilateral  orchiectomy,  a simple 
and  safe  procedure  performed  under  general 
or  spinal  anesthesia.  Orchiectomy  remains  the 
“gold  standard”  form  of  androgen  deprivation 
and  causes  serum  testosterone  concentration 
to  reach  castrate  level  within  12  hours.  Three 
out  of  four  patients  improve  following  the 
procedure;  no  adjuvant  therapy  has  further 
improved  this  response  rate.  Common  post- 
operative complaints  include  hot  flushes 
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lAHLK  1 

MirmODS  OF  [lORMONAL  M ANIFUEAI  ION  OF  PROS TATK  CANCER 

Method 

Mechanism 

Principal  loxicities 

■Surgical  androgen 
ilcprivalion  (orchiectomy ) 

X X G'fS 

Hot  nushes;  impotence; 
psychological  morbidity 

Irslrogen  supplementation 

X LH,  T SIIBG,  X (iTS, 
T inolactin,  ? X DNA 
synthesis 

Cardiovascular;  protein/ 
lipid  metabolism; 
gynecomastia;  edema 

Progestin  supplementation 

X LH,  X GTS,  inhibits  T» 
DHT 

Weight  gain;  thrombo- 
embolism; nausea 

Steroid  hormone  synthesis 
blockage 

Inhibit  steroid  precursors  » 
steroid  hormones/androgens 

Metabolic  imbalances; 
hepatotoxicity;  GI  distress 

Medical  androgen 
deprivation  (LHRH  agonist) 

T LH/FSH  ^ TgTS  -4 
X LH/FSH  XGTS 

Tumor  Bare;  hot  (lushes 

Androgen  receptor  blockade 
(antiandrogens) 

Varied;  mainly  block 
binding  of  T and  DHT  to 
their  receptors,  but  other 
actions  ^ variety  of  side 
effects 

Hot  (lushes;  gynecomastia; 
diarrhea;  hepatotoxicity 

Total  androgen  ablation  As  above  for  compenent 

(LHRH  agonist  or  mechanisms 

orchiectomy  plus  antiadrogen) 

As  above  for  component  toxicities 

T = increase;  X = decrease;  XX  = eliminate;  T = testosterone;  DHT=-  dihydrostestosterone;  GTS  = gonadal 
testosterone  synthesis;  LH  = luteinizing  hormone;  LHRH  = luteinizing  hormone  releasing  hormone;  FSH  = follicle 
■Stimulating  hormone;  SHBG  = sex  hormone  binding  globulin;  » = conversion  to;  ^ = causes 

(58%)  and  impotence  (85%),  but  the  large 
majority  of  patients  may  have  been  impotent 
pre-operatively.  Not  surprisingly,  there  are 
connicting  data  as  to  whether  patients  gener- 
ally prefer  surgical  or  medical  castration; 
studies  of  objectively  assessed  psychological 
morbidity  following  surgical  castration  are 
lacking.*'" 

Medical  methods  of  androgen  ablation 
include  estrogen  supplementation,  progesta- 
tional supplementation,  steroid  hormone  syn- 
thesis blockade,  androgen  receptor  blockade, 
and  total  androgen  ablation. 

Estrogen  supplementation,  widely  used  in 
the  past,  influences  androgen  metabolism  by 
suppressing  pituitary  luteinizing  hormone 


(LH)  secretion,  increasing  the  amount  of  sex 
hormone-binding  globulin,  reducing  gonadal 
testosterone  synthesis,  stimulating  pituitary 
prolactin  secretion,  and  even  inhibiting  DNA 
synthesis  in  prostate  cancer  cells  when  given 
in  high  doses.  DES  is  the  best  studied  and 
was  the  most  commonly  used  estrogen  in  the 
treatment  of  advanced  prostate  cancer,  but 
numerous  other  estrogenic  compounds  have 
also  been  shown  to  be  effective.  In  general, 
estrogens,  while  quite  inexpensive,  can  cause 
dose-dependent  cardiovascular  complications 
(usually  via  thromboembolic  phenomena), 
gynecomastia,  dyserythropoiesis,  dysfunction 
of  the  adrenal  cortex,  disorders  of  lipid  and 
protein  metabolism,  and  peripheral  edema. 
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Progestational  agents  not  only  inhibit  EH 
secretion  with  attendant  decreases  in  gonadal 
testosterone  synthesis,  but  they  also  inhibit 
conversion  of  testosterone  to  the  active  form 
dihydrotestosterone  (DHT).  Unfortunately, 
after  a few  months  of  progestational  therapy, 
a poorly  understood  escape  mechanism  caus- 
es the  testosterone  level  to  rise  again;  con- 
comitant administration  of  an  estrogen  may 
prevent  this.  Megestrol  acetate  and  cypro- 
terone  are  the  prototypical  progestins  used  in 
this  capacity.  Generally,  monotherapy  with  a 
progestin  is  unlikely  to  provide  sustained 
benefit,  and  the  role  of  this  class  of  agents  in 
combination  therapy  remains  undefined.’**  '’ 
Ketoconazole,  aminoglutethimide,  and 
spironolactone  block  transformation  of 
steroid  precursors  to  steroid  hormones  and 
androgens.  Compared  to  other  methods  of 
hormonal  manipulation,  however,  these 
agents  exhibit  poorer  toxicity  profiles,  lower 
subjective  response  rates,  and  shorter 
response  durations.  Thus,  currently  there  is 
little  role  for  these  second-line  agents  in  the 
management  of  advanced  prostate  cancer. 
Still,  ketoconazole  may  have  some  use  in 
emergency  situations  such  as  spinal  cord 
compression  or  disseminated  intravascular 
coagulation  in  which  other  hormonal  inter- 
ventions (such  as  orchiectomy)  may  be  con- 
traindicated or  must  be  delayed.  A dose  of 
400  mg.  every  eight  hours  rapidly  lowers  the 
serum  testosterone  concentration  within  two 
hours  and  can  maintain  castrate  levels  up  to 
six  months;  patients  feel  pain  relief  in  as  little 
as  24  hours.” 

Chronic  administration  of  a luteinizing  hor- 
mone releasing  hormone  (LHRH)  agonist 
such  as  leuprolide  (Lupron)  or  goserelin 
(Zoladex)  causes  androgen  deprivation  by 
initially  stimulating  EH  and  follicle  stimulat- 
ing hormone  (FSH)  release,  leading  to  an 
increase  in  serum  testosterone,  followed  by 
inhibition  of  LH  and  FSH  due  to  down-regu- 
lation of  pituitary  gonadotropal  releasing  hor- 
mone receptors  by  a number  of  processes. 
The  end  result  is  a castrate  serum  testosterone 
level.  The  initial  testosterone  surge  clinically 


manifests  as  an  exacerbation  of  symptoms 
(the  .so-called  tumor  “flare”)  lasting  up  to  two 
weeks  in  five  percent  of  patients  who  are  not 
concomitantly  treated  with  an  antiandrogen 
(see  below).  This  exacerbation  can  be  devas- 
tating in  the  setting  of  pre-treatment  clinically 
occult  or  overt  spinal  cord  compression,  and 
therefore  it  is  recommended  that  an  antian- 
drogen be  administered  for  seven  days  pre- 
ceeding  and  at  least  two  to  three  weeks  fol- 
lowing initiation  of  an  LHRH  agonist.  Both 
leuprolide  and  goserelin  are  available  in  con- 
venient depot  forms  for  monthly  (and,  soon, 
quarterly)  administration.  Randomized  clini- 
cal trials  have  shown  no  difference  between 
leuprolide  and  DES  and  between  goserelin 
and  bilateral  orchiectomy  in  patient  improve- 
ment. median  time  to  disease  progression, 
and  survival.  Both  medications  are  tolerated 
quite  well,  with  the  only  side  effects  being 
those  attributable  to  androgen  deficiency: 
impotence,  loss  of  libido,  and  hot  flushes. 
However,  both  are  quite  expensive;  in  one 
study  which  compared  in  40  men  the  cost  of 
orchiectomy  vs.  the  projected  cost  of  an 
LHRH  a gonist  over  an  assumed  two  year 
period  of  survival,  medical  treatment  would 
have  cost  approximately  400  percent  more 
than  the  surgical  procedure.'’ 

Androgen  receptor  blockade  can  be  accom- 
plished by  either  steroidal  or  non-steroidal 
antiandrogens.  Steroidal  agents  include  the 
progestin-like  cyproterone  and  megestrol 
acetate,  which  cause  LH  and  testosterone 
suppression  resulting  in  impotence  in  most 
patients,  but  these  agents  also  cause  fewer  hot 
Bushes  than  nonsteroidal  antiandrogens. 

Nonsteroidal  antiandrogens  include  flu- 
tamide  and  (expected  to  be  available  soon  in 
this  country)  casodex.  These  expensive 
agents  act  as  competitive  inhibitors  for  dihy- 
drotestosterone and  testosterone  T-receptor 
protein  binding  at  sites  in  the  hypothalamus 
as  well  as  target  organs.  Thus,  serum  levels  of 
LH  and  testosterone  rise,  resulting  in  little  or 
no  loss  of  libido  and  impotence.  However, 
hot  Bushes  and  gynecomastia  are  seen  occa- 
sionally, and  Butamide  in  particular  can  cause 
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diarrhea  and  potentially  severe  hepatotoxiei- 
ty.  Fkitaniide  (typieal  dose:  250  mg.  thriee 
daily)  has  also  been  shown  to  be  as  elTiea- 
eioLis  as  estrogens  with  less  toxieity.  C’asodex 
is  even  better  tolerated,  but  results  phase 
III  trials  are  pending.  Interestingly,  improve- 
ment in  40  pereent  of  patients  was  seen  in  a 
small  study  of  flutamide  withdrawal.  The 
meehanism  involved  is  unknown. 

Given  the  uneertain  eontribution  of  adrenal 
androgens  to  prostatie  tissue  growth  and 
funetion,  the  eoneept  of  total  androgen  abla- 
tion as  a treatment  for  advanced  prostate  ean- 
eer  was  introduced.  Total  ablation  is  generally 
achieved  by  combining  bilateral  orchiectomy 
or  an  LHRH  agonist  with  an  antiandrogen. 
Numerous  studies  have  evaluated  this 
approach.  Only  one  randomized  trial  (LHRH 
agonist  with  or  without  an  antiandrogen) 
demonstrated  a survival  benefit  for  the  total 
ablation  approach;  the  magnitude  of  the  bene- 
fit was  seven  months  and  several  subsequent 
studies  failed  to  confirm  these  findings. 
More  recent  follow-up  suggests  a possible 
advantage  to  total  androgen  blockade  in  low 
tumor  volume  patients.  There  are  some  data 
indicating  that  megestrol  acetate  as  a single 
agent  can  achieve  total  androgen  blockade 
due  to  its  assortment  of  sites  of  action.’’  Sev- 
eral randomized  studies  evaluating  total 
androgen  blockade  are  currently  in  progress, 
but  for  now,  this  expensive  approach  remains 
controversial  and  cannot  be  considered  stan- 
dard therapy. 

The  timing  of  hormonal  treatment  in 
advanced  prostate  cancer  is  also  controver- 
sial. Earlier  data  suggested  that  a delay  in  the 
onset  of  therapy  until  development  of  symp- 
toms has  no  negative  effect  on  survival,  but 
more  recent  retrospective  review  and  sub- 
group analysis  of  these  data  suggests  a possi- 
ble role  for  initiating  treatment  at  the  time  of 
or  soon  after  diagnosis  in  certain  subgroups. 
Also,  the  issue  of  quality  of  life,  previously 
rarely  addressed  in  oncology  trials,  is  now 
recognized  as  an  important  factor  in  the  man- 
agement of  this  incurable  disease.  Several 
large  randomized  studies  addressing  immedi- 
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ate  vs.  delayed  hormonal  therapy  (in  both 
metastatic  and  adjuvant  settings)  are  in 
progress,  and  the  only  advice  we  can  present- 
ly offer  regarding  this  issue  is  that  although 
individualized  patient  management  and  con- 
sideration of  patient  preferences  remain  cen- 
tral to  this  decision,  it  is  prudent  to  consider 
carefully  the  costs  and  potential  toxicities  of 
such  palliative  treatment  in  the  asymptomatic 
patient. 

Cytotoxic  Therapy  and  Biolof>ical  Response 
Modifiers 

Simply  put,  almost  all  monochemotherapy, 
combination  chemotherapy,  and  combination 
chemohormonal  therapy  studies  (involving 
well  over  40  agents  by  our  count)  have  failed 
to  show  any  significant  benefit  from  the 
administration  of  cytotoxic  agents  in 
advanced  prostate  cancer.  There  has  been  an 
occasional  tantalizing  trial  suggesting  benefit 
from  a new  regimen,  but  initial  results  have 
never  been  confirmed  in  follow-up  trials.  At 
present  no  cytotoxic  agent  can  be  considered 
to  be  part  of  standard  medical  therapy.  In 
selecting  a regimen  to  try  in  the  hormone- 
refractory  patient  for  whom  enrollment  in  a 
clinical  trial  is  not  an  option,  the  relative  risks 
of  chemotherapy  must  be  weighed  carefully 
against  the  expected  benefits. 

The  few  data  available  regarding  the  use  of 
biological  response  modifiers  (e.g.,  interfer- 
on, interleukin-2,  recombinant  tumor  necrosis 
factor)  in  advanced  prostate  cancer  also  show 
no  role  for  these  agents  (outside  of  a clinical 
trial)  as  they  are  cuiTently  used. 

Future  Directions  for  Medical  Therapy  of 
Prostate  Cancer 

Much  effort  in  the  last  decade  has  been 
focused  on  basic  research  into  prostate  cancer 
biology  so  as  to  allow  rational  drug  selection 
and  design.  Certainly,  drug  design  and  devel- 
opment will  continue  to  be  focused  on  sus- 
ceptible points  in  the  malignant  clone's 
metabolism  and  reproduction  as  they  are  dis- 
covered. Attention  is  also  being  directed 
toward  circumventing  drug  resistance  and 
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TABLE  2 

FUTURE  PROSTATE  CANCER  THERAPEUTICS 

Class 

Mechanism 

Example 

Dose-intensification 

Dosing  of  standard  agent(s) 
increased  beyond  routine 
hematologic  tolerance 

High  dose  biweekly 
cyclophosphamide  with 
granulocyte-macrophage  colony- 
stimulating  factor  support 

Novel  regimens  of  standard 
agents 

Simultaneous  inteference  with 
multiple  intracellular  pathways; 
impact  on  drug  resistance  mechanisms' 

Estramustine  plus  etoposide: 
estramustine  plus  vinblastine 

New  agents:  peptide  growth 
factor  inhibitors 

Interrupt  androgen-independent 
clone's  autocrine  growth 
factor  loop 

Suramin 

New  agents:  LHRH 
antagonists 

Medical  androgen  deprivation 
without  risk  for  tumor  hare 

SB-75  (Cetrorelix) 

Humoral  immunotherapy 

Monoclonal  antibody  recognition 
of  tumor-specific  antigens 

Antibody-guided  radioisotopes, 
cytotoxic  drugs,  or  protein  toxins 

Cellular  immunotherapy 

Activation  of  dormant  autologous 
cytotoxic  T-cell  response 

Prostate  cancer  vaccine 

Chemoprevention 

Prevent  generation  of 
malignant  clone 

5a-reductase  inhibitors 
{e.g..  finasteride);  retinoids 

understanding  the  role  of  oncogenes  in  this 
disease.  The  principal  strategies  currently 
being  developed  in  prostate  cancer  therapeu- 
tics are  summarized  in  Table  2. 

Can  prostate  cancer  be  prevented?  Given 
the  public  health  aspects  of  this  disease,  the 
importance  of  this  question  is  obvious. 
Chemoprevention  currently  is  a major  focus 
of  investigation,  but  adequate  studies  will 
require  tremendous  resources  (as  demonstrat- 
ed by  the  recently  initiated  national  finas- 
teride study). 

SUMMARY 

Prostate  cancer  is  now  the  most  commonly 
diagnosed  male  malignancy  and  the  second 
most  common  cause  of  male  cancer  death  in 
the  U.S.  There  is  no  standard  role  for  medical 
therapy  in  the  treatment  of  localized  disease, 
although  ongoing  trials  are  investigating  pos- 


sible adjuvant  and  neoadjuvant  roles.  Subtotal 
androgen  ablation  by  surgical  or  medical 
means  is  standard  therapy  for  advanced  dis- 
ease, but  such  therapy  does  not  exterminate 
the  androgen-independent  clone  which  is 
hypothesized  to  develop  very  early  in  the 
course  of  the  disease.  The  current  favored 
medical  therapy  for  subtotal  androgen  abla- 
tion is  the  use  of  a depot  formulation  of  an 
LHRH  agonist  accompanied  initially  by  an 
antiandrogen.  Once  first-line  hormonal  thera- 
py has  failed,  there  is  little  to  be  gained  by 
any  other  hormonal  therapy,  although  with- 
drawal of  the  hormone(s)  might  itself  be  a 
therapeutic  maneuver.  Cytotoxic  agents 
presently  have  no  standard  role  in  the  man- 
agement of  prostate  cancer.  Future  effective 
therapies  for  prostate  cancer  are  being  pre- 
saged by  advances  in  prostate  tumor  biology. 
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DIAGNOSIS  AND  TREATMENT  OF  ERECTILE 
DYSFUNCTION  AND  ITS  RELATIONSHIP  TO 
PROSTATIC  CARCINOMA.* 

ROBERT  R NELSON,  JR„  M,  D.** 


Impotence,  defined  as  the  inability  to  obtain 
erections  sufficiently  rigid  for  vaginal  pene- 
tration and  sexual  satisfaction,  is  estimated  to 
affect  10  million  American  men.  This  age  and 
disease  dependent  disorder  is  estimated  to 
have  an  incidence  of  1 .9  percent  at  40  years 
and  25  percent  at  65  years.'-  However,  a 
recent  community  based  survey  in  males  ages 
40  to  70  implicates  some  degree  of  clinical 
erectile  dysfunction  in  as  many  as  50  percent 
of  men,  a figure  that  can  be  extrapolated  to  30 
million  American  males.’ 

It  is  estimated  that  in  1994  greater  than 
200,000  American  males  will  be  diagnosed 
with  carcinoma  of  the  prostate.  Many  of  these 
men  will  already  have  developed  erectile  dys- 
function or  be  in  an  age  group  which  predis- 
poses them  to  varying  degrees  of  erectile  dif- 
ficulty. Therefore,  an  understanding  of  the 
various  causes  of  erectile  dysfunction  is  in 
order. 

FUNCTIONAL  CLASSIFICATION  OF 
ERECTILE  DYSEUNCTION 

The  major  causes  of  erectile  dysfunction 
include  psychogenic,  neurogenic,  vasculo- 
genic,  including  arterial  and  venous,  and 
endocrinologic.  Patients  with  carcinoma  of 
the  prostate  may  fall  into  any  of  these  cate- 
gories and  may  also  reveal  multifactorial  eti- 
ologies.'* For  instance,  the  psychogenic  factor 
may  be  implicated  in  the  patient  with  carcino- 
ma of  the  prostate  who  has  recently  been 
diagnosed  and  is  facing  depression  or  anxiety 
about  his  future  course.  The  neurogenic  fac- 
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tor  is  implicated  in  a patient  who  has  had  a 
radical  prostatectomy  with  damage  to  the 
pelvic  nerve  or  the  cavernosal  nerve  and  in 
some  patients  who  receive  radiation  therapy 
and  have  a radiation  neuritis  type  syndrome. 
VascLilogenic  causes  are  a significant  reason 
for  erectile  dysfunction  in  carcinoma  of  the 
prostate  patients,  sometimes  due  to  surgery  or 
radiation,  but  also  related  to  the  age  of  most 
patients  who  are  diagnosed  with  prostate  car- 
cinoma. Androgen  deprivation  treatment  for 
progressive  disease,  either  with  orchiectomy 
or  GnRH  analogs,  result  in  testosterone  insuf- 
ficiency and  subsequent  changes  in  libido. 
Other  medications  prescribed  for  patients 
with  carcinoma  of  the  prostate,  such  as 
antianxiety  or  antidepressive  medications, 
may  cause  a relative  increase  in  serum  pro- 
lactin which  may  also  result  in  changes  in 
libido.  Additionally,  many  patients  with  pro- 
static  carcinoma  are  treated  with  antihyper- 
tensive agents  which  are  one  of  the  major 
drug  causes  of  erectile  dysfunction  due  to 
lowering  of  systolic  blood  pressure.  Those 
antihypertensives  least  likely  to  cause  impo- 
tence are  diuretics,  alpha  blocking  agents, 
direct  smooth  muscle  relaxants,  the  angiotens 
in  converting  enzyme  inhibitors  and  calcium 
channel  blockers. 

PATIENT  EVALUATION 

The  clinician  should  avoid  making  assump- 
tions about  the  etiology  of  erectile  dysfunc- 
tion in  the  patient  with  prostatic  carcinoma. 
Walsh  has  very  elegantly  defined  anatomical- 
ly the  location  of  the  cavernosal  nerves  in 
relation  to  the  prostate  and  periprostatic  tissue 
and  helped  devise  a nerve  sparing  radical 
prostatectomy  to  preserve  these  nerves.’  The 
assumption  is  made,  therefore,  that  impoten- 
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cy  alter  a radical  prostalectoniy  is  due  solely 
to  impairment  of  neurologic  transmission  and 
whereas  this  may  be  the  cause  in  some  indi- 
viduals, we  have  also  found  that  many  of 
these  patients  also  have  arterial  inllow  prob- 
lems, failure  of  the  sinusoidal  and  venous 
mechanisms  t)r  a combination  of  factors. 
Additionally,  while  the  vast  majority  of 
patients  undergoing  androgen  deprivation 
therapy  will  suffer  significant  loss  of  libido, 
this  assumption  must  not  be  made  in  every 
instance.  We  have  treated  patients  who  have 
maintained  some  degree  of  interest  in  contin- 
uing sexual  function  while  maintaining  their 
libido  and  others  who,  although  their  interest 
in  continuing  sexual  function  is  not  signifi- 
cant, their  concern  about  partner  satisfaction 
may  initiate  physician  consultation. 

MEDICAL  THERAPY 

Medical  therapy  is  offered  to  all  patients  at 
the  initial  interview.  Initial  medical  manage- 
ment may  consist  of  changing  harmful  medi- 
cations such  as  antihypertensives  to  those 
previously  discussed  not  associated  with 
erectile  dysfunction. 

IsoxsLiprine  (vasodilan)  is  a beta  adrenergic 
receptor  stimulant,  which  in  some  studies  has 
been  shown  to  be  effective  in  patients  who 
have  been  heavy  smokers.*  Its  positive  effects 
may  be  exerted  at  the  beta- 1 receptor  level 
since  terbutaline  (Brethine)  a beta  two  ago- 
nist, has  been  used  to  induce  detumescence  in 
patients  with  prolonged  erections.  Isox- 
SLiprine  is  quite  safe  and  quite  inexpensive. 
Yohimbine  is  a presynaptic  alpha  2 blocker 
obtained  from  the  bark  of  the  Yohim  tree.  Its 
activity  as  an  alpha  two  blocker  enhances  the 
release  of  epinephrine  from  the  nerve  termi- 
nal. For  many  years  Yohimbine  was  consid- 
ered to  be  an  aphrodisiac.  This  is  probably 
due  to  its  effects  in  the  mid  brain  at  the  medi- 
al, pre-optic  nucleus  where  Dopamine  and 
norepinephrine  have  been  shown  to  promote 
sexual  drive.  However,  its  local  effects  in  the 
penile  tissue  to  block  alpha  two  presynaptic 
receptors  and  increase  norepinephrine  will 
result  in  a modulation  of  the  sympathetic  tone 


inducing  smooth  muscle  contraction. 
Morales  has  shown  this  drug  to  be  slightly 
better  than  placebo  in  patients  with  organic 
impotence.  However  in  males  with  a clearly 
defined  psychogenic  etiology.  Yohimbine  is 
significantly  better  than  placebo  and  more 
effective  than  sexual  and  marital  counseling. 
Side  effects  include  anxiety  due  to  the  alter- 
ing of  cerebral  blood  flow,  insomnia  and  a 
slight  inerease  in  blood  pressure  which  means 
that  patients  receiving  other  antihypertensives 
should  be  monitored  elosely. 

Trazodone  (Desyrel)  is  an  antidepressant 
and  antianxiety  drug  that  has  been  associated 
with  priapism.  Its  erectile  enhancement  prop- 
erties are  believed  to  be  due  to  alpha  receptor 
blocking  activity.  Indeed  when  this  drug  is 
injected  into  the  penile  tissue  it  will  induce  an 
erection.**  This  drug  may  also  be  beneficial  in 
those  patients  who  have  significant  amounts 
of  depression  and  anxiety  associated  with 
change  in  erectile  function.  We  advocate 
beginning  therapy  at  50  milligrams  at  night 
for  three  to  four  nights  then  increasing  the 
dose  to  twice  a day  for  three  to  four  days  and 
then  progressing  to  50  milligrams  during  the 
day  and  100  milligrams  at  night.  Side  effects 
include  sedation  which  occurs  in  about  10 
percent  of  our  patients.  The  drug  has  been 
shown  to  be  useful  in  clinical  trials  and  is 
quite  safe.  The  cost  of  the  drug  is  also  rather 
minimal. 

Pentoxifylline  (Trental)  is  a drug  classified 
as  a hemorheologic  agent.  It  works  in  the 
microcirculation  to  increase  blood  viscosity 
by  changing  erythrocyte  flexibility.  Treatment 
of  patients  with  claudication  has  prompted 
trials  in  erectile  dysfunction  and  one  study 
has  shown  significant  improvement  in  geri- 
atric patients  in  dosages  of  400  milligrams 
three  times  a day.  Patients  on  Coumadin  or 
other  anticoagulants  should  have  their  pro- 
thrombin monitored.’  The  cost  of  the  drug  is 
$36.50  per  100  tablets.  The  future  of  medical 
therapy  may  reside  in  the  use  of  topical 
agents  to  increase  drug  concentrations  within 
the  corporal  tissue.  The  thickness  of  the  tuni- 
ca would  mandate  that  agents  used  on  the 
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shaft  of  the  penis  solely  would  not  penetrate 
into  the  corporal  tissue.  Thus,  these  topical 
agents  need  to  be  placed  on  the  glans  of  the 
penis  and  rely  upon  microcommunications 
between  the  spongiosal  and  cavernosal  tissue 
to  obtain  significant  cavernosal  concentra- 
tions. Two  percent  nitroglycerin  paste  has 
been  shown  to  improve  the  quality  of  erec- 
tions in  impotent  men  in  rigid  laboratory  con- 
ditions with  appropriate  erotic  stimuli.  It  also 
has  been  reported  clinically  to  stimulate  erec- 
tile function,  but  results  in  systemic  side 
effects  such  as  sweating  and  headache,  not 
only  in  the  patient  but  also  in  his  partner. 
Thus,  if  it  is  to  be  used,  a condom  catheter 
should  probably  be  applied.'*’  Minoxidil, 
which  acts  as  a vasodilator  has  proven  to  be 
more  active  than  nitroglycerin  in  increasing 
diameter,  rigidity  and  arterial  flow  in  the 
penis."  Sixty  cc's  of  a two  percent  solution 
costs  about  $60.00  and  its  absence  of  side 
effects  should  promote  a short  trial  in  some 
patients.  Prostaglandin  E-2  has  been  used  as  a 
urethral  suppository  to  enhance  erectile  func- 
tion.'- It  is  presently  available  in  a gel  form 
called  Prepidil.  Future  pharmacologic  modifi- 
cations will  provide  vaso-dilating  agents  in  a 
gel  or  ointment  form.  We  will  be  evaluating 
the  usage  of  urethral  PGE-1  beginning  in  the 
summer  of  1 994. 

VACUUM  CONSTRICTION  DEVICES 
(VCD) 

The  vast  number  of  vacuum  constriction 
external  devices  available  (at  least  1 1 ) attests 
to  their  efficacy  and  their  acceptance  by  both 
patients  and  physicians.  For  the  patient  who 
is  counseled  on  the  use  of  this  device  and 
chooses  it,  it  proves  to  be  a simple,  safe  and 
economical  way  of  enhancing  penile  erection. 
The  principle  underlying  vacuum  tumescence 
therapy  is  that  an  erection  can  be  produced  by 
placing  the  penis  in  a vacuum  chamber  or 
cylinder  which  draws  blood  into  the  corporal 
bodies.  The  erection  is  maintained  by  place- 
ment of  a constricting  elastic  ring  around  the 
base  of  the  penis  and  after  the  cylinder  is 
removed  the  erection  like  state  allows  inter- 


course to  occur."’  The  mechanism  does  not 
however  result  in  actual  phsyiological  sinu- 
soidal dilatation  as  in  a normal  erection  or  an 
injection  erection  and  simply  results  in 
trapped  blood  inducing  tumescence.  Patients 
who  are  not  satisfied  with  this  device  usually 
state  they  are  unhappy  with  the  fact  that  at 
times  their  penis  becomes  somewhat  cyanotic, 
resulting  in  a blue  or  cold  penis.  The  erection 
that  is  obtained  is  a hinged  erection  as  the 
penile  tissue  distal  to  the  constricting  ring 
becomes  tumescent  but  the  proximal  tissue  is 
generally  not.  Ejaculation  is  quite  difficult 
with  the  constricting  band  and  these  devices 
require  a very  understanding  partner.  However, 
numerous  large  studies  reveal  this  to  be  a good 
alternative  to  the  treatment  for  erectile  dysfunc- 
tion in  many  patients. 

VASO  ACTIVE  INJECTION  THERAPY 

Virag's  discovery  that  Papaverine  injections 
into  the  corporal  tissue  induce  tumescence 
stimulated  further  understanding  of  the  hemo- 
dynamic mechanisms  involved  in  the  erectile 
process. Papaverine  asserts  a direct 
myotonolytic  effect  on  smooth  muscle  cells 
and  relaxes  components  of  the  penile  erectile 
tissue  including  the  cavernosal  artery  and  the 
sinusoidal  tissue.  Usage  of  an  alpha  blocking 
agent  further  enhances  tumescence  by 
decreasing  the  contractile  effects  of  the  alpha 
adrenergic  neurotransmitters,  such  as 
epinephrine  and  norepinephrine.  The  most 
widely  used  drug  in  this  category  has  been 
phentolamine.  The  use  of  papaverine  with 
and  without  phentolamine  has  resulted  in 
clinically  useful  erections  in  a high  percent- 
age of  patients.'**  However,  the  side  effects  of 
this  regimen  such  as  fibrosis  within  the  cor- 
poral tissue  (probably  due  to  the  acid  ph  of 
about  3.3)  and  the  occasional  occurrence  of 
priapism  have  led  us  to  the  usage  of 
Prostaglandin  E-1  as  our  primary  vasoactive 
agent.  All  of  these  drugs  stimulate  erection  by 
inducing  local  increases  in  blood  intlow,  acti- 
vating endothelium  mediated  relaxing  factors 
and  enlarging  a zone  of  smooth  muscle  relax- 
ation, either  through  direct  effects  on  the 
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smooth  muscle  or  by  iiiliibiliiig  llie  activity  ol' 
alpha  mediated  eontraetions. 

Our  evaluation  of  dOS  eonsecutive  patients 
with  organic  erectile  dyslunetion  has  resulted 
in  successrully  placing  84  percent  of  them  on 
home  injection  therapy  with  either 
Prostaglandin  E- 1 or  a triple  drug  regimen 
consisting  of  this  drug  plus  papaverine  and 
regitine.  Sixteen  radical  and  retropubic 
prostatectomy  patients  were  included  and  14 
responded  well  to  injection  treatments. 
Seven  patients  had  arteriogenic  insuffieieney, 
five  had  sinusodial  insufficiency  and  only 
two  had  a neurogenic  etilogy  of  these  14  indi- 
viduals. Eleven  of  the  14  have  been  managed 
with  the  triple  drug  regimen,  demonstrating  the 
significant  degree  of  vascular  insufficiency  in 
this  group. 

We  advocate  several  measures  to  maintain 
the  safety  of  vasoactive  injections  to  reduce 
the  risks  of  this  form  of  therapy  which 
include  dizziness,  flushing,  hypotension, 
local  pain,  infection,  fibrosis  of  the  caver- 
nosLis  tissue  and  priapism.  The  volume  of  the 
injection  should  be  limited  and  the  ph  of  the 
substance  should  be  controlled  to  provide  a 
more  basic  ph.  This  is  much  more  reasonably 
done  with  Prostaglandin  E-1  which  essentially 
reflects  the  ph  of  normal  saline.  A 30  gauge 
needle  is  used  to  reduce  the  possibility  of 
intracavernosal  hematoma  and  the  patient  is 
asked  to  manually  provide  compression  of  the 
injection  site  for  five  minutes  afterwards. 
The  use  of  a rubber  band  at  the  base  of  the 
penis  decreases  the  possibility  of  systemic 
absorption  of  the  injected  drug. 

THE  USE  OF  PENILE  PROSTHESES 

The  staging  of  the  treatment  of  erectile  dys- 
function relies  upon  utilizing  non-invasive 
procedures  first.  However,  if  these  methods, 
including  psychotherapy,  vasoactive  injec- 
tions, vacuum  constriction  devices  or  medical 
treatment  fail  to  produce  desired  results,  the 
use  of  a penile  prosthesis  is  extremely  effec- 
tive. In  properly  chosen  patients  this  treat- 
ment provides  a greater  than  95  percent  suc- 
cess rate.  Three  forms  of  penile  prostheses 


are  available  including  the  semi-rigid,  mal- 
leable and  inflatable  devices.  The  latter  group 
includes  a self  contained  mechanism  or  a one 
piece  device,  a two  piece  device  which  com- 
bines the  pump  and  the  reservoir  into  a scro- 
tal component  and  the  three  piece  device 
which  provides  an  intra  abdominal  reservoir. 
Effectiveness,  complications  and  acceptibility 
of  these  devices  vary  but  the  main  problems 
are  mechanical  failure,  infection  and  ero- 
sions. Regardless  of  which  device  is  used  the 
success  rate  is  directly  dependent  upon  a well 
informed  patient  and  good  rapport  with  the 
physician.  It  is  important  that  the  patient 
understands  that  the  prosthesis  provides  an 
erection  only  and  will  not  enable  the  patient 
to  experience  orgasms  or  ejaculation.  The 
patient  should  understand  that  the  prosthesis 
will  not  make  his  penis  any  longer  but  will 
simply  provide  girth  and  rigidity.  He  also 
must  realize  that  the  engorgement  of  the  glans 
penis  which  occurs  during  a normal  physio- 
logical erection,  may  not  occur  with  the  use  of 
the  penile  prosthesis.  A good  understanding  of 
the  patient's  relationship  with  his  wife  is 
important.  The  individual  who  is  attempting  to 
salvage  his  marital  failure  due  to  many  forms 
of  partner  conlfict  by  undergoing  prosthesis 
implantation  should  be  counseled  thoroughly. 

The  use  of  the  penile  prosthesis  in  patients 
with  prostatic  carcinoma  has  been  especially 
beneficial.  Patients  who  have  had  a radical 
retropubic  prostatectomy,  especially  associated 
with  prolonged  drainage  or  bleeding  within  the 
periprostatic  area  may  need  a two  piece  inflat- 
able prothesis  placed  due  to  an  increased  inci- 
dence of  bladder  perforation  when  attempting 
to  implant  the  three  piece  abdominal  reservoir. 
Although  most  patients  who  have  undergone 
androgen  deprivation  therapy  are  not  interested 
in  pursuing  treatment  for  their  erectile  dys- 
function due  to  their  decreased  libido,  some 
isolated  individuals  desire  a penile  prosthesis 
to  maintain  partner  satisfaction. 

CONCLUSION 

The  patient  with  prostatic  carcinoma  provides 
a particularly  challenging  problem  for  the 
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physician  who  is  treating  erectile  dysfunction. 
The  etiology  of  erectile  incompetence  in 
these  patients  may  be  multi  factorial  and  a 
good  understanding  of  the  etiology  of  each 
individual’s  dysfunction  is  mandatory.  Many 
of  these  patients  are  sid'fering  from  psycho- 
logical disturbances  while  dealing  with  issues 
of  their  cancer  diagnosis  and  treatment. 
However,  the  combination  of  a motivated 
patient,  a caring  and  well  informed  physician 
and  the  multiple  treatment  modalities  which 
have  been  discussed  provide  a virtually  100 
percent  successful  treatment  outcome  in 
patients  with  erectile  dysfunction.  ”1 
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A SNAP.SHOT  OK  .STAI  ISTICS  IN  THK 
lINri'KI)  .S'l  ATKS 

Cancer  incidence  and  niorlalily  have  been  on 
the  increase  based  on  a series  of  epidemiolog- 
ical assessments.  Most  of  the  statistical  evalu- 
ations use  NCI's  Surveillance,  Epidemiology 
and  End  Results  (SEER)  data  which  cover  the 
nine  population  based  cancer  registries, 
whereas  the  mortality  data  derive  from  the 
National  Center  for  Health  Statistics.  In  the 
U.  S.,  trends  were  evaluated  to  ascertain  if  the 
increasing  age  of  the  population  or  the  known 
contribution  of  tobacco  use  would  reflect  this 
rise  in  cancer.  The  recent  model  concluded 
that  increases  which  are  still  unexplained  are 
occurring  in  a number  of  cancers  after  cor- 
recting for  age  and  smoking.'  Prostate  cancer 
is  a particularly  important  case  in  point  from 
a number  of  perspectives.  As  estimated  for 
1994,  it  is  the  most  common  cancer  diagnosis 
in  men  representing  32  percent  of  all  cancer 
cases,  and  the  second  leading  cause  of  death 
in  men  with  13  percent.'  In  sheer  numbers, 

200.000  cases  of  prostate  cancer  will  be  diag- 
nosed in  1994  with  an  approximate  38,000 
deaths.  In  South  Carolina  this  is  estimated  to  be 

3.000  new  cases  with  550  deaths.  Based  on 
mortality  statistics.  South  Carolina  has  also  the 
highest  per  capita  death  rate  of  prostate  cancer 
among  the  states.  Changes  in  age  adjusted 
death  rates  from  prostate  cancer  have  occuired 
as  well  between  1973-1990  based  on  NCI 
statistics.  Prostate  cancer  mortality  in  the  U.S. 
has  risen  by  more  than  21  percent  in  men  over 
65  and  more  than  12  percent  for  men  under  65."' 


*From  the  Hollings  Cancer  Center,  MUSC,  Charleston. 
SC. 

**Address  correspondence  to  Dr.  Fischinger  at  the 
Hollings  Cancer  Center,  MUSC.  171  Ashley  Avenue. 
Charleston.  SC  29425-2850, 


Erom  the  initial  diagnosis  the  majority  of 
prostate  cancer  in  the  1983-1987  period  has 
been  localized  (58%)  while  14  percent  of  men 
had  regional  disease  and  18  percent  already 
had  distal  metastases.  At  this  time  five  year 
survival  rates  for  all  stages  of  the  disease  dis- 
play a 70-78  percent  five-year  relative  sur- 
vival for  whites  but  only  a 59-63  percent 
equivalent  survival  for  African  American 
men.  These  latter  patients  tend  to  present  with 
further  advanced  disease.  Follow-up  studies  of 
survival  trends  show  non-converging  curves 
between  blacks  and  whites  where  there  is  a 
consistent  10  percent  lower  probability  of  sur- 
vival up  to  eight  years  after  diagnosis."  When 
compared  for  level  of  disease  at  the  time  of 
diagnosis  whites  continue  to  do  better  than 
blacks  for  localized  presentation  (92%  vs. 
85%)  for  regional  disease  (82%  vs.  68%)  and 
for  metastatic  disease  (29%  vs.  22%).- 
These  general  statistics  do  not  begin  to  con- 
vey the  complexity  of  the  disease  itself  nor  of 
recent  trends  in  early  diagnosis  and  treatment. 
Again,  based  on  SEER  data  prostate  cancer 
rates  increased  by  about  five  percent  per  year 
between  1983-1990.  The  latest  preliminary 
SEER  data  for  1990  alone  showed  a 15  per- 
cent increase  over  1989  in  prostate  cancer 
incidence.''  However  the  increase  is  due  to 
detection  of  localized  or  regional  disease 
rather  than  to  the  initial  diagnosis  of  metastat- 
ic disease,  a rate  which  remained  the  same  in 
that  time  frame.  The  second  fascinating  phe- 
nomenon is  that  there  is  an  enormous  geo- 
graphic disparity  in  diagnosis  among  SEER 
program  areas.  For  example,  in  Seattle  inci- 
dence rate  was  607/10,“' whereas  in  Connecti- 
cut the  rate  was  268/10.^  In  contrast  the  mor- 
tality rates  remained  approximately  the  same 
(or  per  100,000)  both  in  terms  of  time  and 


242 


The  Journal  of  the  South  Carolina  Medical  Association 


EVOLVING  PERSPECTIVE 


among  the  nine  geographical  sites,  and  there 
appeared  to  be  no  relationship  between  inci- 
dence and  mortality  statistics  within  an  area.*' 
The  above  variations  are  representative  of  the 
uncertainties  of  the  natural  history  and  our 
lack  of  understanding  of  prostate  cancer  and 
the  subsequent  diametrically  opposed  posi- 
tions regarding  treatment  options  (vide  infra). 

INTERNATIONAL  TRENDS 
IN  PROSTATE  CANCER 

A very  pointed  aspect  of  this  unceilainty  is  the 
widely  divergent  global  picture  of  prostate 
cancer.  A comparison  of  mortality  rates  from 
prostate  cancer  among  the  various  countries 
varies  by  a factor  of  120  fold.  The  highest 
mortality  rates  occur  in  St.  Vincent  and  the 
Grenadines,  Martinique  and  Bermuda,  Scandi- 
navian countries,  other  countries  of  Northern 
Europe  and  the  U.  S.  blacks  who  also  have 
very  high  rates.  In  contrast,  Asian  countries 
have  a much  lower  rate  so  that  in  Japan, 
Korea,  and  Thailand  the  mortality  rates  are 
3.5,  0.5  and  0.2  per  105  population  respective- 
ly when  compared  to  the  U.  S.  overall  figure 
of  15.7  or  the  Swiss  rate  of  22.0."’ 

Although  the  above  data  discuss  the  mortal- 
ity rates,  the  autopsy  data  in  the  above  coun- 
tries describe  a very  different  story.  It  is  gen- 
erally known  that  the  occurrence  of  latent 
carcinoma  is  much  commoner  than  overt  clin- 
ically manifest  cancer  and  that  in  U.  S.  males 
over  50  years  approximately  one-third  will 
have  latent  prostate  cancer  without  any  overt 
clinical  disease.  The  most  important  fact  is 
that  the  latent  prostate  cancer  is  just  as  com- 
mon in  males  in  countries  with  low  prostatic 
cancer  mortality  as  in  those  with  a high  can- 
cer mortal ity.*‘’  Sequential  studies  were  per- 
formed in  Japan  in  two  multi  year  time  inter- 
vals to  assess  trends  in  the  frequency  of  latent 
prostate  cancer.  The  periods  were  1965-1979 
and  1982-1986.  The  assessment  criteria  were 
the  same  for  both  periods.  The  frequency  of 
latent  cancer  was  22.5  percent  in  the  earlier 
period  and  36.4  percent  in  the  latter  period 
(P=<  0.001).  The  increase  in  frequency  was 
due  to  the  latent  infiltrative  tumor  types. 


These  more  recent  frequencies  were  compa- 
rable to  the  U.  S.  whites’  frequency  of  latent 
prostate  cancer."’  It  may  be  possible  that  as 
the  frequency  of  latent  lesions  increases  that 
the  level  of  clinical  penetrance  may  also 
occur  in  time.  Again  based  on  the  Japanese 
and  Singapore  data  the  size  of  foci  and  the 
proliferative  appearance  of  these  cancers  is 
less  pronounced  whereas  in  countries  with 
high  mortality  the  foci  are  larger  and  appear 
more  aggressive.*  Both  studies  conclude  that 
the  initiation  step  of  malignant  transformation 
is  similar  in  Asian  and  U.  S.  populations  but 
that  there  is  a significant  change  in  the  pro- 
motion stages  of  tumor  growth  which  results 
in  logarithmically  higher  manifestation  of 
clinically  aggressive  disease. 

This  supposition  could  be  borne  out  by 
classical  studies  of  migrating  populations 
from  a low  mortality  to  a high  mortality  geo- 
graphical area.  Several  studies  have  con- 
firmed that.  Eor  example,  in  an  early  study 
there  was  a significant  increase  in  incidence 
of  latent  prostate  cancer  (25.6%)  in  Japanese 
migrants  to  Hawaii  over  the  original  Japanese 
populations  in  Japan  (20.5%)."  The  age 
adjusted  incidence  rate  of  clinically  manifest 
prostate  cancer  in  Hawaiians  of  Japanese 
ancestry  is  ten  fold  higher  than  in  Japanese 
men  in  Japan.”  That  rate  was  still  about  one 
half  of  that  in  comparable  white  males  in 
Hawaii.  The  presumption  was  that  environ- 
mental factors  played  a role  in  the  etiology 
and/or  promotion  of  clinically  significant 
prostate  cancer.  A detailed  prospective  epi- 
demiological study  was  performed  in  7,999 
Hawaiian  males  of  Japanese  ancestry  who 
developed  prostate  cancer  to  determine 
whether  demographics,  diet  or  some  specific 
contributory  factor  could  be  identified.  How- 
ever in  terms  of  socioeconomic  factors,  diet, 
or  sexual  activity,  no  definitive  findings  stood 
out  as  promoting  factors.” 

A series  of  cohort  or  case  control  studies 
attempted  to  relate  life  style  factors  to  an 
increased  or  decreased  incidence  of  clinically 
overt  prostate  cancer.  One  of  these  was  the 
six-year  life  style  study  of  14,000  Seventh- 
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day  Advcnlist  men.  The  only  protective  find- 
ings were  tlic  increased  eonsiiniption  ol 
lentils  and  various  dried  fruits,  and  the  one 
definitive  adverse  factor  was  a history  of 
prostate  “trouble.”''*  Another  ease  control 
study  attempted  to  tie  the  consumption  of  ani- 
mal fats  and  other  dietary  factors  to  prostate 
cancer  risk.  The  data  were  not  strong  but  in 
the  context  of  related  evidence  the  authors 
proposed  the  hypothesis  that  animal  fats  con- 
sumption was  positively  related  to  an 
increased  risk  of  prostate  cancer."*  Most 
recent  studies  suggest  that  there  is  a direct 
relationship  between  low  levels  of  a-linolenie 
acid  in  plasma  and  a reduced  risk  of  develop- 
ing prostate  cancer.''’ 

Comparative  analysis  of  growth  stimulation 
of  prostate  cancer  cell  lines  in  vitro  were  per- 
formed to  see  whether  dietary  fatty  acids 
could  have  an  effect.  Stimulation  of  growth 
of  one  but  not  all  cell  lines  did  occur  in  the 
presence  of  linoleic  acid  and  two  omega-3 
fatty  acids  in  fish  oils.  Several  inhibitors  of 
eicosanoid  biosynthesis  had  only  a modest 
effect  on  the  growth  of  these  cells.'’  Various 
feeding  experiments  of  athymic  nude  mice 
inoculated  with  DV145  human  prostate  can- 
cer cells  were  performed  with  supplementa- 
tion of  menhaden  oil  and  retinyl  acetate. 
Under  given  dosing  conditions  the  transplant- 
ed tumors  grew  more  or  less  rapidly;  the 
overall  results  were  not  definitive.'*  Further 
data  attempted  to  relate  epidermal  growth 
factor  (EGF)  mediated  autocrine  loop  and  the 
effect  of  linoleic  acid  on  the  growth  of 
prostate  cells.  The  authors  conclude  that  an 
EGF  receptor  is  involved  in  the  regulation  of 
prostate  cancer  cell  growth  via  the  eicosanoid 
pathway  from  the  linoleic  acid  precursor.'*  In 
retrospect  there  are  suggestive  data  which 
link  the  intake  of  various  fats  related  to  the 
biosynthesis  of  eicosanoids  which  may  be 
linked  to  the  promotion  of  prostate  cancer  but 
these  are  not  very  definitive  at  this  time. 

TRENDS  IN  SCREENING  AND  TREAT- 
MENT 

Recent  developments  in  early  detection  and 


diagnosis  of  prostate  cancer  have  resulted  not 
only  in  disparate  incidence  statistics  across 
the  country  but  also  appeared  to  result  in  pro- 
found differences  in  approaches  to  treatment. 
There  has  been  a significant  growth  of  sever- 
al diagnostic  techniques  that  go  beyond  the 
digital  rectal  examination  (DRIi)  such  as 
ultrasound  and  magnetic  resonance  imaging 
approaches  as  well  as  the  widely  used 
prostate  specific  antigen  (PSA)  detection. 
Although  PSA  is  not  sanctioned  by  the  EDA 
as  a screening  tool  it  is  generally  becoming  a 
de  facto  approach  for  screening  and  early 
diagnosis.  As  a test  it  is  quite  efficient  in 
terms  of  both  sensitivity  and  specificity.^'*  In 
fact,  based  on  the  availability  of  these  tests, 
extensive  Justifications  and  economic  cost 
benefit  analyses  of  early  detection  of  prostate 
cancer  have  been  performed.-'*-^  However,  all 
of  the  analyses  are  predicated  on  the  fact  that 
early  diagnosis  and  subsequent  treatment 
options  should  reduce  the  morbidity  and  mor- 
tality of  that  population  which  would  be  due 
to  the  progression  of  the  detected  early  stage 
cancer.  There  is  a definitive  consensus  which 
underlines  the  ambiguity  which  is  that  up  to 
now  there  have  been  no  randomized  and  con- 
trolled studies  that  could  definitely  show  a 
reduction  of  prostate  cancer  specific  mortality 
subsequent  to  the  use  of  any  of  the  above 
cited  tests  or  approaches.  The  dilemma 
remains  in  that  early  and  improved  diagnosis 
is  considered  beneficial  by  the  public  without 
definitive  demonstration  of  medical  benefit, 
and  that  once  any  cancer  is  diagnosed  it  is 
very  difficult  not  to  consider  and  elect  some 
treatment  procedure.  At  times  the  recommen- 
dations on  a course  of  action  after  diagnosis 
have  been  diametrically  opposed.  These  posi- 
tions range  from  recommendations  of  univer- 
sal DRE  and  PSA  for  men  over  fifty  to  no 
screening  at  all.''’-’ 

Most  recent  treatment  statistics  graphically 
demonstrate  that  significant  quantitative 
changes  have  occurred  in  that  more  aggres- 
sive treatment  was  generally  initiated  subse- 
quent to  an  increase  of  diagnoses  of  early 
prostate  cancer.'’  This  occurred  despite  the 
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caveat  that  there  is  no  definitive  evidence  that 
either  diagnosis  or  any  treatment  modality 
reduce  mortality.  The  above  quoted  geo- 
graphic disparity  in  incidence  rates  in  several 
states  was  also  glaringly  reflected  in  subse- 
quent treatment  statistics.  The  radical  prosta- 
tectomy was  the  procedure  of  choice  which 
increased  three  fold  between  1983-1989. 
However,  the  use  of  radiation  as  the  alterna- 
tive treatment  modality  did  not  correspond- 
ingly decrease;  in  fact  it  rose  slightly.  Within 
the  SEER  areas  there  was  a five  fold  variation 
in  the  rate  of  radical  prostatectomy  which 
was  closely  congruent  with  the  areas  of  low 
or  high  diagnoses.  Eor  example,  there  was  a 
range  of  prostatectomy  rates  of  43  to  224  per 
1 ().■■'  Even  in  men  between  70-79  the  proce- 
dure rate  increased  by  35  percent.  During  the 
above  time  frame,  however,  mortality  rates  of 
prostate  cancer  did  not  change,  and  there  was 
no  demonstratable  improvement  of  mortality 
in  the  geographical  area  which  had  the  high- 
est rate  of  procedures  as  opposed  to  the  low- 
est rate.® 

The  above  increase  of  radical  prostatectomy 
may  also  be  due  to  the  improvement  of  both 
mortality  and  morbidity  statistics  subsequent 
to  the  procedure.  The  technological  approach- 
es which  spare  the  nerve  network  have  con- 
tributed significantly  to  the  lower  morbidity 
of  impotence  and  incontinence.-**  There  may 
be  a tendency  to  quote  the  better  recent 
results  which  show  superior  benefits  and  to 
cite  that  even  non-palpable  cancers  are  signif- 
icant and  “warrant  definitive  therapy.’”'^ 

The  growing  trend  of  employing  aggressive 
approaches  to  treat  early  prostate  cancer  has 
to  be  considered  in  an  assessment  of  the  pro- 
cedure of  radical  prostatectomy  itself.  Mor- 
bidity and  mortality  outcomes  can  be  evaluat- 
ed in  terms  of  time  and  regional  experience. 
A recent  U.  S.-wide  study  of  the  male  Medi- 
care beneficiaries  by  the  Prostate  Patient  Out- 
comes Research  Team  (PPORT)  pointed  out 
that  the  evaluation  of  this  procedure,  espe- 
cially on  males  over  75  is  a “pressing 
issue. This  population-based  study  of 
10,598  radical  prostatectomies  between  1984 


and  1990  showed  a 5.75  time  increase  in  rate 
between  the  two  dates.  There  was  no  favoring 
of  one  over  another  age  group  in  that  the 
increase  of  prostatectomy  rates  was  similar  in 
all  groups.  Eor  the  older  men  (>75)  the  mor- 
tality rate  was  nearly  two  percent,  and  about 
eight  percent  had  major  cardiopulmonary 
problems  within  the  thirty  day  post-operative 
period.  The  specific  distribution  was  that  in 
the  cohorts  between  65-70,  and  70-75.  the 
morbidity  and  mortality  rates  were  similar. 
The  mortality  rate  was  one  percent  or  less. 
The  older  men  in  the  75-80  age  group  had  a 
1.4  percent,  and  those  in  the  >80  years  of  age 
group  had  a 4.6  percent  peri-operative  mor- 
tality.“  The  overall  30-day  mortality  of  exter- 
nal beam  radiation  treatment  was  0.2 
percent.’-  In  addition  to  the  peri-operative 
mortality  one  has  to  consider  the  probability 
of  impotence  and  incontinence  as  further 
adverse  outcomes.  The  use  of  nerve-sparing 
techniques  in  the  younger  age  groups  in  the 
best  of  hands  suggest  that  75-90  percent  of 
patients  could  retain  potency.’**  The  assess- 
ment of  the  PPORT  ascribes  a lesser  value  of 
0.31  occurrence  of  impotence  based  on  a lit- 
erature review  of  the  best  results  using  the 
nerve-sparing  procedure.’* 

The  outcome  of  the  decision  analysis  which 
considered  alternative  strategies  was  that  in 
patients  whose  tumors  were  well  differentiat- 
ed, treatment  was  of  “limited  benefit  in  terms 
of  quality-adjusted  life  expectancy  and  may 
result  in  harm  to  the  patient.”  They  also  state 
that  in  patients  over  70  years,  invasive  treat- 
ments appear  to  be  harmful.  The  subset  in 
which  radical  prostatectomy  and  radiation 
therapy  could  be  of  benefit  were  younger 
patients  with  high-grade  tumors.  The  most 
compelling  aspect  for  a more  radical  proce- 
dure was  the  analysis  of  progression  rates 
based  on  tumor  grades.  The  range  was  highly 
significant  in  that  the  median  yearly  rate  of 
progression  of  well  differentiated  cancers  was 
2.7/1000,  whereas  the  patients  with  poorly 
differentiated  lesions  progressed  at  an  aver- 
age rate  of  42/ 1000.’*  ” 

In  contrast  to  the  above  more  aggressive 
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approaches  are  some  ol'  ihe  recent  data  which 
state  that  conservative  “watchful  waiting” 
may  be  a reasonable  alternative  for  many 
patients  with  localized  prostate  cancer.  'Phis 
point  of  view  is  more  prevalent  in  Europe.  A 
lO-year  follow-up  Scandinavian  study  point- 
ed out  a high  survival  rate  in  patients  with 
early  prostatic  cancer  who  were  left  untreat- 
ed." They  followed  223  early-stage  patients 
with  unknown  nodal  status  who  were  not 
treated  unless  they  progressed,  at  which  lime 
hormonal  treatment  was  instituted.  Besides 
observed  and  progression  free  survival,  they 
cite  the  relative  survival  rate  and  a corrected 
survival  value.  The  latter  considered  only 
mortality  due  to  prostate  cancer  while  censor- 
ing deaths  from  other  causes.  After  a detailed 
follow  up,  8.3  percent  of  patients  died  of 
prostate  cancer.  Of  the  1 24  deaths,  85  percent 
were  from  other  causes.  The  ten-year  disease- 
specific  survival  was  about  87  percent  which 
was  also  true  of  the  subset  of  patients  who 
would  have  qualified  for  radical  prostatecto- 
my. In  about  two-thirds  of  the  patients  who 
progressed  (50  of  76)  the  progression  was 
only  local.  Interestingly  the  hazard-rate  for 
disease  progression  and  for  death  from  pro- 
static cancer  dropped  dramatically  with  fur- 
ther years  of  follow  up.  This  is  relevant  to  the 
ten-year  study  interval  because  it  is  unlikely 
that  longer  follow  up  would  reverse  the 
declining  hazard  on  further  observation. 
Thus  it  appears  that  spread  of  tumor  takes 
place  either  early  or  not  at  all.  The  study  was 
impressive  because  of  its  long-term,  complete 
follow  up  and  because  it  was  population 
based.  Another  Swedish  and  a British  study 
come  to  a similar  conclusion.’"*'’’  In  the  U.  S. 
Whitmore's  study  also  found  a high  survival 
rate  in  stage  B disease.’*’  Finally,  a very 
recent  study  compiled  data  from  six  trials  of 
localized  prostate  cancer,  comparing  aggres- 
sive treatment  versus  no  treatment.  The  con- 
clusions were  that  the  aggressive  treatment 
only  slightly  reduced  mortality  after  ten  years 
and  that  it  substantially  lowered  the  quality  of 
life  in  many  patients.” 

Based  on  the  above  known  presence  of 


latent  prostate  cancer  in  a high  proportion  of 
older  men,  it  is  possible  to  do  a comparative 
risk  benefit  analysis  of  aggressive  screening 
in  large  populations  which  would  be  expected 
to  lead  to  the  discovery  of  many  early-stage 
tumors.  The  individuals  would  then  face 
options  of  prostatectomy,  alternative  modality 
or  no  treatment.  One  can  already  derive  infor- 
mal data  that  radical  prostatectomy  could  the- 
oretically result  in  an  excess  of  deaths  within 
a population  at  risk  when  compared  to  the  no 
treatment  option.’”  A response  to  the  above 
numerical  exercise  stated  that  it  did  not  repre- 
sent the  real  world  scenario  of  the  experi- 
enced practitioner.  Additionally,  the  data  base 
of  Fleming,  ct.  al.  was  considered  to  be  of  an 
older  age  group,  and  thirdly,  that  the  high 
mortality  statistics  are  not  representative  of 
today’s  achievable  rates  which  are  much 
lower  in  some  studies. In  summary,  it  should 
be  stressed  that  each  of  the  above  studies  has 
some  imperfections,  and  that  these  are  not 
controlled  randomized  trials. 

It  is  interesting  to  note  that  the  above  con- 
cerns are  voiced  in  the  context  of  the  relative- 
ly high  incidence  of  clinically-overt  disease 
in  Western  countries.  If  the  same  aggressive 
screening  and  treatment  approaches  were  to 
be  pursued  in,  e.g.,  Japan,  Korea  or  Thailand 
where  the  evidence  of  clinically  progressive 
disease  is  lower  by  a factor  of  10  or  more,  the 
concept  of  watchful  waiting  becomes  even 
more  compelling.  Until  the  two  ongoing  ran- 
domized controlled  trials  involving  no  treat- 
ment versus  irradiation  or  no  treatment  versus 
radical  prostatectomy  are  completed  in  Scan- 
dinavia, one  cannot  make  a definitive  deci- 
sion on  the  preferred  option.  Nonetheless, 
based  on  the  above,  a reasonable  conclusion 
at  this  time  would  appear  to  be  to  favor  radi- 
cal prostatectomy  in  younger  men  with  less 
differentiated  tumors  whereas  less  radical 
approaches  may  be  appropriate  for  older  early 
cases.  A frank  doctor-patient  relationship  will 
be  beneficial,  and  a highly  experienced  sur- 
geon with  a good  track  record  would  mini- 
mize the  possibility  of  adverse  outcomes. 

With  the  large  and  growing  increase  of 
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diagnosis  of  early  stage  prostate  cancer  there 
are  many  patients  who  will  seek  guidance  in 
terms  of  the  best  approach  for  their  disease. 
In  the  absence  of  concurrence  on  what  treat- 
ment if  any  is  optimal,  it  may  be  appropriate 
to  suggest  that  an  NIH  Consensus  Develop- 
ment Conference  through  the  Office  of  Medi- 
cal Application  of  Research  may  help  allevi- 
ate this  dilemma.  :”I 
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It  seems  like  everybody  is  giving  it.  Have  you  ever 
wondered  what  all  that  “free”  advice  you’ve  been 
getting  is  really  costing  you.^  The  fact  is,  everybody 
pays  for  financial  advice.  You  pay  in  commissions  and  sales  fees.  You  pay  in  missed  opportunities  when  you 
lack  a comprehensive  strategy. 
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Thornton  & Thorne  give  the  medical  community  something  to  think  about  this  month. 


PREMIUMS  FOR  TERM  LIFE  INSURANCE 
TO  INCREASE  DRAMATICALLY 

Proposed  Regulations  Affect  Cost  and  Premium  Guarantee 
1994  May  be  Last  Chance  To  Purchase 

The  National  Association  of  Insurance  Commissioners  is  expected  to  adopt  legislation 
soon  which  will  dramatically  impact  the  cost  and  design  of  term  life  insurance.  If 
adopted,  the  new  Regulation  will  cause  an  increase  in  premiums  and  a decrease  in  the 
time  period  for  which  premiums  are  guaranteed.  It  will  be  effective  January  1 , 1 995 
and  will  apply  to  policies  issued  after  that  date. 

Many  physicians  prefer  term  insurance  because  it  allows  them  to  purchase  an 
adequate  amount  of  protection  for  a reasonable  outlay.  Term  insurance  provides  the 
most  death  benefit  for  the  lowest  initial  premium  because  it  is  pure  insurance  (i.e.  the 
policies  do  not  accumulate  cash  values). 

The  disadvantage  of  term  insurance  is  that  the  premium  increases  as  the  insured  ages. 
However,  this  disadvantage  has  been  softened  over  the  last  several  years  as  term 
insurance  policies  which  guarantee  the  premiums  for  long  time  periods  have  been 
introduced.  Many  companies  currently  offer  policies  which  guarantee  that  premiums 
will  remain  level  for  10,  15,  or  even  20  years. 


Furthermore,  the  current  level  of  term  premiums  has  been  driven  extremely  low  by 
competition.  Insureds  who  do  not  use  tobacco,  and  especially  those  who  can  qualify  as 
a preferred  risk,  can  purchase  term  insurance  with  guaranteed  premiums  at  a level 
unimaginable  only  a few  years  ago 

These  are  representative  monthly  premiums  for  a 40  year  old  male  non-smoker  for 
$500,000  of  term  life  insurance.  These  sample  rates  are  guidelines  just  to  illustrate 
what's  available  in  the  marketplace.  These  premiums  remain  level  for  the  time  periods 
shown  and  are  guaranteed  not  to  increase.  Premiums  for  female  insureds  would  be 
even  lower. 


10 

$70 

$55 

15 

84 

67 

20 

114 

84 

These  contracts  provide  excellent  value  but  1994  will  be  the  last  year  they  are 
available  if  the  proposed  legislation  is  passed.  The  Commissioners  are  concerned  that 
companies  are  not  setting  aside  adequate  reserves  to  cover  the  long  rate  guarantees 
of  these  policies.  The  Regulation  will  substantially  increase  reserve  requirements. 
Higher  reserves  mean  higher  costs  for  the  companies.  The  products  are  priced  so  thin 
that  any  additional  costs  will  be  passed  on  to  consumers. 


1994  may  be  your  last  chance  to  buy  a low  priced  term  life  insurance  policy  with  a long 
premium  guarantee.  Take  advantage  of  this  opportunity;  it’s  not  going  to  be  around 
very  long. 


Views  expressed  herein  are  those  of  the  authors  only  and  in  no  way  represent  the  SCMA.  We  do  not  give  tax  advice.  Only 
your  attorney  and  accountant  are  qualified  to  do  so. 
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Editorials 


COUNSELING  THE  PATIENT  WITH  PROSTATE  CANCER 


The  recent  striking  increase  in  the  incidence 
of  prostate  cancer  and  the  ever  expanding  seem- 
ingly contlicting  literature  on  prostate  cancer 
makes  counseling  patients  with  prostate  cancer 
a difficult  but  often  necessary  part  of  clinical 
practice.  The  myriad  of  information  that  can  be 
supplied  to  the  patient  can  be  overwhelming 
and  may  contribute  to  increased  anxiety  about 
making  the  “best  decision.”  It  is  important  then 
to  give  the  infomiation  in  a simple  and  compas- 
sionate manner  that  allows  the  patient  to  under- 
stand the  general  management  modalities  and 
its  application  to  his  particular  condition. 

Patients  with  localized  prostate  cancer  can  be 
cured  of  their  cancer.  However,  not  all  of  them 
require  a curative  treatment  with  its  attendant 
morbidity.  Patients  with  limited  life  expectancy 
who  have  prostate  cancer  with  good  chiu'acteris- 
tics  (low  volume,  low  grade)  do  well  with  expec- 
tant management  with  the  addition  of  honnonal 
manipulation  when  there  is  evidence  of  disease 
progression.  Most  of  these  elderly  patients  will 
die  of  competing  causes  before  prostate  cancer 
progress  to  cause  their  death.  On  the  other  hand, 
patients  who  have  a long  life  expectancy  and 
localized  prostate  cancer  will  eventually  have  dis- 
ease progression  to  cause  significant  morbidity 
and  mortality.  Unfortunately,  patients  with  bad 
disease  chiU'acteristics  (large  volume,  non-organ 
confined  and  high  grade)  often  do  poorly  in  spite 
of  therapeutic  inteiwention. 

Our  goal  then  is  to  identify  patients  with 
clinically  significant  prostatic  carcinoma  who 
have  cancer  that  is  curative  by  therapeutic 
intervention  and  in  whom  cure  is  necessary, 
i.e.,  patients  with  long  life  expectancy.  Estab- 
lished treatment  options  in  these  patients 
include  radical  prostatectomy  and  external 
beam  radiation  therapy.  My  own  view  is  that 
radical  prostatectomy  is  the  treatment  of 
choice  in  the  younger  patient  who  is  likely  to 


live  beyond  10  to  15  years  whereas  in  the 
older  patient  with  reasonable  life  expectancy, 
radiation  therapy  may  be  more  appropriate. 
Investigational  treatment  modalities  include 
cryosurgery,  radioisotope  implants,  laser  and 
endocrine  manipulations  and  combinations  of 
the  different  therapeutic  modalities.  Of  the 
investigational  treatment  modalities, 
cryosurgery  seems  to  be  the  most  promising. 

Patients  with  advanced  disease  are  best  man- 
aged with  hormonal  manipulation,  i.e..  andro- 
gen deprivation.  The  major  source  of  androgen 
in  men  is  the  testicles.  Another  source  that 
contributes  a small  fraction  of  circulating 
androgens  is  the  adrenal  glands.  The  current 
controversy  is  whether  testicular  androgen 
deprivation  is  adequate  or  do  we  need  to  also 
block  the  action  of  the  adrenal  androgens. 

Testicular  androgen  deprivation  has  been 
discussed  in  detail  by  Drs.  Afrin  and  Stuart. 
My  own  preference  is  simple  scrotal  orchiec- 
tomy. Compared  to  LHRH  agonists,  orchiec- 
tomy is  simple,  quick  and  much  more  eco- 
nomical (cost  of  orchiectomy  is  equivalent  to 
the  cost  of  a few  months  of  medical  therapy). 

I believe  that  in  appropriate  patients  with 
good  performance  status  there  is  a slight 
advantage  to  utilizing  maximal  androgen 
blockade  (by  both  testicular  androgen  depri- 
vation as  well  as  blocking  the  action  of 
adrenal  androgen  by  the  use  of  antiandrogens 
such  as  flutamide).  The  cost  and  the  side 
effects  of  the  added  therapy  as  well  as  the 
conflicting  data  from  the  currently  available 
reports  argue  against  a blanket  utilization  of 
the  combined  therapy  for  all  patients  with 
advanced  prostatic  carcinoma. 

Nabil  K.  Bissada.  M.  D..  Guest  Editor 

Department  of  Urology.  MUSC. 

171  Ashley  Avenue  Charleston.  SC  29425 
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Oh  wc  Coz'er. 


HUCiH  HAMPTON  Y()UN(;,  M.  D.,  1870-1945 


Featured  on  (his  month's  eover  is  Hugh 
Hampton  Young,  M.  D.,  the  “Father  of 
Ameriean  Urology.”  Young  was  born  on 
September  IS,  IS70  in  San  Antonio,  Texas. 
He  reeeived  his  higher  edueation  at  the 
University  of  Virginia  where  he  reeeived  his 
A.  B.,  M.  A.,  and  first  year  of  medieal 
training  all  in  the  same  year.  He  completed  all 
three  degrees  (including  M.  D.)  in  four  years, 
finishing  in  1894.  From  Virginia  he  went  to 
Johns  Hopkins  and  worked  under  Dr.  William 
S.  Halsted  for  three  years  before  joining  the 
staff  in  the  Department  of  Genito-Urinary 
Surgery  in  1 897. 

Dr.  Young’s  numerous  contributions  to 
most  aspects  of  urologic  practice  are  beyond 
the  scope  of  this  outline.  He  initiated  and  for 
many  years  edited  the  Journal  of  Urology. 
He  was  instrumental  in  the  development  and 
early  use  of  mercurochrome.  He  developed 
the  basic  techniques  and  instrumentation  for 
endoscopic  and  open  surgery  of  the  prostate. 
Perhaps  his  most  important  achievement  in 


the  context  of  this  symposium  is  his 
performing  the  first  radical  prostatectomy  for 
carcinoma.  His  first  four  cases  were  reported 
in  the  Bulletin  of  the  Johns  Hopkins  Hospital 
in  1905. 

During  WW  I,  Young  served  with 
distinction  with  the  American  Expeditionary 
Forces,  achieving  the  rank  of  Colonel  and 
winning  the  Distinguished  Service  Medal. 

Dr.  Young  wrote  several  books  and 
numerous  articles  in  the  field  of  urology.  His 
warm  relationship  with  “Diamond  Jim” 
Brady  was  responsible  for  the  donation  which 
created  the  James  Buchanan  Brady 
Urological  Institute  at  Johns  Hopkins  where 
much  of  Young’s  work  took  place. 

A friend  of  Dr.  Young,  Edward  L.  Keyes,  is 
reported  to  have  stated  “The  prostate  makes 
most  men  old,  but  it  made  Hugh  Young.” 

Betty  Newsom 

The  Waring  Historical  Eibrary 
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LOOK  BEYOND  YOURSELF 


It  is  with  great  pleasure  that  I stand  before  you  today  to  be  installed  as  the  72nd  president  of  the 
South  Carolina  Medical  Association  Alliance.  1 am  honored  to  have  been  chosen  to  step  into  this 
esteemed  position.  The  energy,  organization  and  expertise  of  our  past  presidents  are  a foundation 
upon  which  we  can  build  an  even  stronger  alliance. 

One  of  the  most  enjoyable  tasks  I’ve  had  so  far  in  preparing  for  this  alliance  year  has  been  talk- 
ing to  many  members  across  our  state.  I never  realized  the  diverse  and  multi-talented  members 
we  have.  With  varied  skills,  interests  and  backgrounds,  we  have  the  capabilities  to  do  something 
great,  to  be  great,  and  to  become  even  greater.  We  have  discovered  that  we  need  the  support  and 
cooperation  of  each  member  with  their  skills  to  face  the  challenging  issues  confronting  us. 

As  I look  out  among  this  House  of  Delegates,  1 see  the  leaders  of  our  counties.  I also  envision 
the  future  leaders  of  our  state.  From  your  ranks  will  rise  the  motivational  leaders  of  change  of 
health  awareness  throughout  South  Carolina.  Yes,  we  are  in  the  midst  of  rapid  changes  in  the 
medical  community.  Hopefully,  we  can  all  agree  that  some  change  is  needed  — and  we  find  our- 
selves in  a most  pivotable  position  to  guide  this  change.  We  must  remember  our  alliance  tagline, 
“Physicians’  spouses  dedicated  to  the  health  of  South  Carolina.” 

As  these  changes  approach,  I ask  you  to  remember  to  “Look  Beyond  Yourself.”  The  view  in 
which  we  are  perceived  will  make  an  impact  on  our  ability  to  assist  with  health  awareness  and 
the  way  our  communities  react  to  health  care  changes.  We  must  still  be  seen  as  people  who  care 
and  give  freely  of  themselves.  I wish  everyone  could  have  read  the  numerous  nominations  for 
our  “Alliance  Member  of  the  Year.”  I was  filled  with  awe  in  learning  how  our  members  give  of 
themselves.  How  can  you  and  I stimulate  all  our  members  to  share  of  themselves  with  others? 
We  must  somehow  convey  to  them  the  personal  rewards  of  “Looking  Beyond  Yourself.” 

State  and  local  organizations  that  work  with  children  are  looking  to  our  medical  alliance,  not 
only  for  the  prestige  of  our  name,  but  because  they  know  we  have  the  skills  and  desires  to  get  the 
Job  done. 

I attended  a seminar  on  Child  Abuse  at  the  1993  Fall  Leadership  Conference.  Our  speaker,  a 
pediatric  child  abuse  specialist  from  Colorado,  shared  her  thoughts  with  us  about  her  previous 
day.  As  she  sat  in  a park  adjacent  to  the  hotel,  she  observed  people  passing  by  wearing  similar 
designed  T-shirts.  Watching  for  awhile,  she  deduced  from  the  T-shirt  logo  that  these  were  cancer 
survivors  and/or  families  of  cancer  victims.  Her  thoughts  wandered  to  her  work  with  victims  of 
child  abuse,  and  she  asked  herself,  “Who  walks  for  the  child  abuse  survivors  or  victims  of  fatal 
abuse?”  As  I listened  to  her,  I made  a decision  — the  South  Carolina  Medical  Association 
Alliance  will  walk  for  these  children. 

March  1995  has  been  declared  “Medical  Alliance  Month”  by  our  incoming  national  president, 
Barbara  Tippins  of  Georgia.  During  this  month,  we  w'ill  set  aside  a day  for  our  members,  families 
and  friends  to  mobilize  and  foster  awareness  in  our  counties  that  we  care  about  the  children  of 
South  Carolina. 


May  1994 


255 


Let  me  share  witli  you  some  words  of  writer  and  philosopher  Albert  Camus.  His  thoughts  sym- 
bol i/.e  my  feelings: 

“Perhaps  we  eannot  prevent  this  world  from  being  a world  in  whieh  ehildren  are  tortured.  But 
we  ean  reduee  the  number  or  tortured  ehildren,  and  if  you  believers  don’t  help  us,  who  else  in 
this  world  ean  help  us  do  this?”  I hope  that  we  in  South  Carolina  are  believers  who  will  help. 

I remember  one  day  when  my  son  was  playing  outside.  He  was  four  years  old  at  the  time.  He 
eame  and  erawled  upon  my  lap  and  announeed  he  had  a song  to  sing  to  me.  As  I sat  there,  his 
preeious  voiee  sang  these  words. 

How  I love  my  home,  sweet  home. 

How  I love  my  home,  sweet  home. 

How  1 love  my  home,  sweet  home. 

For  my  mother  helps  to  make  this  beautiful  home. 

1 was  moved  to  tears.  1 hugged  him  and  told  him  how  speeial  the  song  was  and  thanked  him. 
He  then  announeed  there  was  more,  and  he  eontinued  to  sing  about  his  father  and  baby  sister. 
When  he  finished,  I was  totally  in  tears.  This  innoeent  ehild  felt  and  meant  what  he  sang.  Now  I 
ask  you,  “How  many  ehildren  ean  say  this,  mueh  less  sing  about  a home  of  safety  and  security?” 

As  you  venture  into  your  alliance  year  — “Look  Beyond  Yourself.”  As  you  strive  to  attain 
goals  and  projects,  draw  strength  from  the  writing  of  Matthew.  In  the  25th  chapter  we  are 
informed  that  “It's  not  how  much  we  have,  but  how  hard  we  work  with  what  we  have  been 
given.” 


Mrs.  Stoney  Abercrombie  (Donna) 
SCMAA  President,  1994-1995 
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The  Law  Offices  of  Harry  A.  Hancock 

offering  competent  and  professional  services  in  the  following  areas: 

BUSINESS  PLANNING 

Partnership  formation  and  Agreements,  Professional  Corporation  organizations, 
Business  purchases,  and  Capital  financing  representation 

TAXATION 

• Tax  planning.  Tax  Court  & Refund  Forum  litigation 
• TEFRA  Partnership  compliance.  Audit  representation 
• Individual,  Partnership,  S Corporation,  & Professional  Corporation  Returns 
• Revenue  Rulings,  Business  Purchase  strategies,  & Tax  shelter  consulting 

To  arrange  n consultation,  please  forward  inquiries  to: 

The  Law  Offices  of  tiany  A.  Hancock 
903  Calhoun  Street 
Columbia,  South  Carolina  29201 
Telephone:  (803)  771-0018 
Fax  (803)  771-0091 

Harry  A.  Hancock,  LL.M.,  Case  Western  Reserve  University, 

Responsible  Attorney 


To  Someone  Who  Stutters, 

It’s  Easier  Done  Than  Said. 

The  fear  of  speaking  keeps  many 
people  from  being  heard.  If  you 
stutter  or  know  someone  who  does, 
call  for  our  free  informative 
brcachures  on  prevention  and 
treatment  ot  stuttering. 

Call  Toll'free  l'800'992-9392  P.O.  Box  11749  • Memphis,  TN  38111-0749 


1 


Stuttering 

FOUNDATION 
OF  America 

fORMFRLY  sREElH  FOLINI'ATION  OE  AMERK  A 

A Non-Profit  Organization 
Since  1947 — 

Helhme  Those  Who  Stutter 
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"I  want  to  live.” 


Ashley  has  cancer.  It  sounds  like  such  a 
grown-up  disease,  but  each  year,  more  than 
6,000  American  children  are  stricken  with 
cancer. 

Ashley,  and  thousands  of  others  like  her, 
will  have  a chance  to  beat  cancer  because  of 
the  research  and  treatments  developed  at 
St.  Jude  Children’s  Research  Hospital. 

The  scientists  and  doctors  at  St.  Jude 
Hospital  will  keep  fighting  childhood  cancer 


until  every  child  can  be  saved. 

This  life-saving  research  at  St.  Jude  is 
made  possible  by  public  contributions. 

To  find  out  more,  please  write  to  St.  Jude 
Hospital,  P.O.  Box  3704,  Memphis,  TN 
38103,  or  call  1-800-877-5833. 


ST.  JUDE  CHILDREN’S 
RESEARCH  HOSPITAL 

Danny  Thomas.  Founder 


classifieds 


A lab  in  your  office  is  a proven  benefit  to 
your  patients,  your  praetiee,  and  your  inde- 
pendence. But  what  about  the  time-consum- 
ing aggravations  of  government  regulations, 
supplier  relationships,  personnel  training  and 
management,  quality  control,  record  keeping, 
and  thousands  of  other  details?  Physicians 
Lab  Management’s  turnkey  solution  does  it 
all  for  you  at  a lower  cost  than  you  can  do  it 
for  yourself!  We  are  a new  kind  of  service 
organization  that  works  for  the  physician  to 
provide  on-site  diagnostic  testing.  Call  Physi- 
cians Lab  Management  collect,  (703)  542- 
1488,  or  fax,  (704)  542-2151,  to  see  one  of 
our  labs  in  action. 

ORANGEBURG  AND  CALHOUN  COUN 
TIES  have  practice  opportunities  for  graduat- 
ing residents/fellows  and  experienced  practi- 
tioners in  the  following  specialties:  Derma- 
tology, Emergency  Medicine,  Neurology, 
Oncology,  Orthopedic  Sports  Medicine,  and 
Urology.  Practice  incentives  and  relocation 
assistance  are  available.  Contact  Dr.  Cher- 
moi.  The  Regional  Medical  Center,  (800) 
866-6045. 


POSITIONS  AVAILABLE,  NASHVILLE, 
TENNESSEE:  Two  full-time  BE/BC  physi- 
cians are  needed  to  staff  one  of  Baptist  Con- 
venient Care’s  five  urgent  care  centers. 
Schedules  will  be  arranged  in  13-hour  shifts 
with  a minimum  of  40  hours  per  week.  We 
offer  a competitive  salary  and  benefits  pack- 
age which  includes  $70  an  hour,  two  weeks 
paid  vacation,  40  hours  paid  CME,  malprac- 
tice coverage  2M/4M,  health  insurance,  profit 
sharing.  For  more  information,  contact  Sylvia 
Parker,  Vice  President  of  Operations,  or 
Robert  Hutton,  MD,  FACER,  Medical  Direc- 
tor, at  2601P  Elm  Hill  Pike,  Nashville,  TN, 
37214,  or  call  (615)  883-7790. 

FOR  SALE:  1987  500SL  2 door  Mercedes 
Roadster  Convertible.  51,000  miles.  One 
owner.  New  tires.  Mint  condition.  $30,000. 
Serious  inquiries  only.  Call  (803)  736-5832. 
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...a  promise  to 
defend... 


HERE  ARE  THE  FACTS:  Over  25%  of  America’s  Physicians  were  em- 
broiled in  a malpractice  issue  in  the  last  12  months.  More  than  80%  of 
those  malpractice  allegations  will  be  closed  without  an  award  for  dam- 
ages. Your  professional  reputation  and  your  personal  assets  are  on  the 
line  when  your  professional  liability  carrier  is  not  both  financially  sound 
and  experienced  in  the  law  and  the  judicial  system. 


WHEN  THE  ISSUES  ARE  LEGAL,  NOT  MEDICAL— when  the  allegations 
are  frivolous,  or  highly  emotional — you  need  a company  and  legal  repre- 
sentation that  understands  the  problem  and  has  the  experience  to  resolve 
the  issue.  The  Medical  Protective  Company  has  specialized  in  defending 
doctors  since  1 899.  Our  legal  and  claims  management  experience  is 
unmatched  by  any  other  insurer  in  the  U.S. 


FOR  MORE  INFORMATION  on  how  we  can  protect  your  professional 
reputation  and  your  personal  assets,  call  your  local  Medical  Protective 
General  Agent  at  1-800-344-1899. 


i^Tvfess ioridl  (protection  Exclusively  s ince  / 8 DS 


A+  (Superior)  A.  M.  Best 
AA  (Excellent)  Standard  and  Poor’s 
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“We  couldn’t  be  happier  with  CompuSystems’  Medical  Insurant 


Processing  and  Billing  system. 


99 


Stanmore  E.  Reed,  M.D.,  OB/GYN  Associates,  Coliimbia,\ 


Features  that  can’t  be  beat 

“When  we  first  began  automating  our 
praetice,  we  hired  a consultant  to  help  us 
evaluate  different  computer  systems. 
After  all  the  results  were  in, 
CompuSystems'  Medical  Insurance 
Processing  and  Billing  System  won 
hands  down.  The  system's  features, 
combined  with  the  company’s  support, 
made  an  unbeatable  package.  That  was 
in  1986,  and  we  couldn't  be  happier  with 
the  decision  we  made.” 

Managing  business  office  complexity 

“We  have  four  physicians  rotating 
between  two  offices,  so  billing  and 
insurance  filing  in  our  practice  can  be 
pretty  demanding.  CompuSystems 
makes  it  all  manageable.  The  system 
gives  us  the  infonnation  we  need  on  our 
bills  and  receivables,  and  being  able  to 


file  claims  electronically  is  a big  benefit. 
And  frankly,  we  couldn't  function 
without  the  optional  .Appointment 
Scheduler  module.  The  Scheduler 
makes  coordinating  multiple  doctors  and 
locations  much  easier  than  it  would  be 
manually  — you  can  schedule  an 
appointment  at  any  time  from  any 
workstation.  It’s  a real  life-saver.” 

Helpful  staff  with  the  support  you  need 

“Since  we  have  workstations  at  both 
sites,  all  tied  together,  support  is  a key 
factor  for  us.  Maintaining  a complex, 
cross-town  computer  network  isn’t  easy. 
The  on-site  .service  and  phone  support 
we’ve  gotten  have  been  excellent,  and 
the  staff  is  so  nice  and  helpful. 

“We’ve  Just  been  extremely  satisfied 
with  CompuSystems.” 


M CompuSystems  is  the  choice  of  m ’ 
South  Carolina  physicians  than  a 
other  vendors  combined. 

M Electronic  filing  directly  to  South  - 
Carolina  BCIBS,  Medicare,  and 
Medicaid  with  no  per-claim  char:  i 

M Features  to  ma.Cunize  return, 
improve  cash  flow,  and  increase 
productivity. 

S “One-call,’’  total  system  support, 
including  on-site  hardware  senic 


^©mipiniSystems 

INC. 

Call  now  for  details:  800-800-647 ' 
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AN  ARMY  SCHOLARSHIP  COULD 
HELP  YOU  THROUGH  MEDKAL  SCHOOL 


The  U.S.  Army  Mealrh  Professions 
Scholarship  Program  offers  a iiniciiie 
opportunity  for  financial  support  to  meeP 
ical  or  osteopathy  students.  Financial 
suppe^rt  includes  tuitit)n,  hooks,  and 
other  expenses  required  in  a particular 
course. 

For  information  concerning  eligihih 
ity,  pay,  ser\dce  cthligatic')!!  and  application 
procedure,  contact  the  Army  Medical 
Department  Personnel  Counselor: 


CALL  COLLECT 
706--72A7506 

ARMY  MEDICINE.  BE  ALL  YOU  CAN  BE: 


“I  want  to  live.” 

Ashley  has  cancer.  It  sounds  like  such 
a grown-up  disease,  but  each  year,  more 
than  6,000  American  children  will  be 
stricken  with  cancer. 

Ashley,  and  thousands  of  others  like 
her,  will  have  a chance  to  beat  cancer 
because  of  the  life-saving  research  and 
treatments  developed  at  St.  Jude 
Chddren's  Research  Hospital. 

To  find  out  more,  call  1-800-877-5833. 

ST.  JUDE  CHILDREN'S 
RESEARCH  HOSPITAL 

Danny  Thomas.  Founder 
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The  Medical 
Office 

Management 

System 


It’s  a difficult  balancing  act  — offering  your 
patients  expert  medical  care  and  efficiently 
managing  your  office.  Wliy  should  you  have  to 
worry  about  both?  Call  in  the  perfect  business 
partner  — Companion  Technologies. 


PAID  IV  Plus,  our  private  label  version  of  the 
popular  Medical  Manager?  office  automation 
system,  is  the  only  system  you  need.  It: 


• Helps  manage  your  practice,  from 
scheduling  appointments  to  maintain- 
ing detailed  patient  notes 


• Electronically  files  claims  and  features 
NEIC  capability  for  COMMERCIAL 
CLAIMS 


• Electronically  posts  Medicare  remit- 
tances — no  more  tedious  manual 
posting! 


• Handles  your  accounts  receivable 
billing  and  secondary  insurance 


• Offers  advanced  features  for  medical 
records,  collections  and  lab  system 
interfaces 


• And  much  more! 


Companion  Technologies  has  electronically 
paved  the  way  for  improved  office  efficiency 
since  the  1960s  and  now  has  more  than  2,500 


computer  systems  nationwide.  As  an  IBM 
Business  Partner,  we  also  feature  the  reliable 
excellence  of  the  complete  PS/2  ' family  of 
products.  Call  Companion  Technologies  today. 
Let  us  help  you  manage  your  office,  so  you  can 
help  your  patients. 


Brought  to  you  by 

the  recognized  experts  in  electronic  claims  filing 

Companion  Technologies 


Your  single  source  for  office  automation 


Call  our  Nationwide  Toll-free  Sales  Number:  1-800-382-PAID  (7243)  Locally,  dial  699-2625  Fax:  803-699-2384 

IBM®  and  PS/2®  are  registered  trademarks  of  International  Business  Machines  Corporation. 

The  Medical  Manager®  is  a registered  trademark  of  Personalized  Programming.  Inc. 
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HERE  ARE  THE  FACTS:  Over  25%  of  America’s  Physicians  were  em- 
broiled in  a malpractice  issue  in  the  last  12  months.  More  than  80%  of 
those  malpractice  allegations  will  be  closed  without  an  award  for  dam- 
ages. Your  professional  reputation  and  your  personal  assets  are  on  the 
line  when  your  professional  liability  carrier  is  not  both  financially  sound 
and  experienced  in  the  law  and  the  judicial  system. 

WHEN  THE  ISSUES  ARE  LEGAL,  NOT  MEDICAL— when  the  allegations 
are  frivolous,  or  highly  emotional — you  need  a company  and  legal  repre- 
sentation that  understands  the  problem  and  has  the  experience  to  resolve 
the  issue.  The  Medical  Protective  Company  has  specialized  in  defending 
doctors  since  1 899.  Our  legal  and  claims  management  experience  is 
unmatched  by  any  other  insurer  in  the  U.S. 

FOR  MORE  INFORMATION  on  how  we  can  protect  your  professional 
reputation  and  your  personal  assets,  call  your  local  Medical  Protective 
General  Agent  at  1-800-344-1899. 
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Bauniol's  disease  is  a rather  insidious  eeonomie  ailment  that  many  say  is  afflieting  the  entire  per- 
sonal serviees  industry  including  health  care.  The  chief  complaint  of  this  illness  is  rising  costs.  New 
York  University  Professor  William  J.  Baumol,  for  whom  the  aflliction  is  named,  is  convincing  in 
his  argument  that  productivity  in  our  industry  of  healing  has  lagged  far  behind  the  dramatic  and  sig- 
nificant advances  in  other  sectors  and  manufacturing  environments.  Rest  assured  that  many  so- 
called  “health  reform  advocates’'  will  use  the  academician's  assessment  to  point  out  that  the  under- 
lying etiology  of  the  problems  in  our  health  industry  delivery  system  is  the  inability  of  doctors  to 
work  faster  and  serve  more  customers  (patients).  You  and  I know  that  this  is  no  more  the  cause  than 
the  ever  present  allegations  of  physician  greed,  power,  profiteering,  and  uncaring  attitudes. 

You  can  be  equally  assured  that  those  in  corporate  and  government  worlds  will  be  trying  to  find 
ways  to  make  us  improve  productivity  and  lower  costs.  As  with  other  untruths  circulating  about 
our  profession,  we  must  stand  united  to  refute  this  wrong  diagnosis.  Spending  adequate  time  and 
effort  with  each  patient  as  they  enter  our  examination  rooms,  consultative  offices  and  operating 
suites  is  a part  of  the  cure,  not  the  causative  agent.  In  fact,  much  of  the  etiology  of  our  health  sys- 
tem problem  actually  lies  in  the  tinkering  with,  manipulating,  controlling,  and  attempting  to  own 
the  doctor-patient  relationship  over  the  last  two  decades.  We  have  been  forced  to  respond  to 
attempts  at  over-control  of  our  clinical  decision  making  (payment  reviews,  length  of  stay 
inquiries,  questions  regarding  treatment  options,  etc.),  and  threats  of  unwarranted  litigation  (what 
to  do,  document  and  order  so  the  chart  will  look  complete  for  legal  scrutiny).  Often  we  receive 
unfair  payment  for  the  time  we  do  spend  with  our  patients.  All  of  this  takes  away  from  the  hours 
and  energy  that  need  to  be  focused  on  good  patient  care.  We  physicians  can  and  will  make  the 
proper  diagnosis  and  prescribe  the  right  treatment,  but  we  must  be  allowed  to  work  with  other 
members  of  the  health  care  team  and  our  patients  without  further  interference. 

In  previous  remarks,  I spoke  of  unity,  risk  sharing  and  caring  as  being  the  ingredients  of  the 
medication  necessary  to  stop  further  intrusion  into  the  doctor-patient  relationship.  To  help  facili- 
tate unity,  I would  like  to  improve  communication  between  specialty  societies  and  the  SCMA. 
This  month  I will  be  contacting  all  presidents  of  our  South  Carolina  chapters  of  nationally  recog- 
nized specialty  organizations  to  determine  the  best  ways  to  accomplish  this.  You  will  receive  a 
report  of  our  findings  and  actions  in  one  of  these  President's  pages  later  this  year.  Meanwhile, 
some  specialty  societies  have  already  contacted  me,  and  for  their  commitment  and  willingness  to 
help  I am  most  appreciative  and  grateful.  Even  as  a long-standing  member  of  the  SCMA  Board  of 
Trustees,  I was  not  sufficiently  aware  of  some  of  the  difficulties  and  concerns  of  the  various  spe- 
cialties until  this  year's  House  of  Delegates  meeting,  and  this  recent  correspondence  from  various 
disciplines  in  the  House  of  Medicine.  I will  commit  to  learn  more  and  to  help  us  do  more  together 
with  one  voice. 


June  1994 


O.  Marion  Burton,  MD 
President 
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It  is  becoming  increasingly  apparent  that 
childhood  health  status  and  behavior  may 
influence  adult  health.  Some  of  the  risk  factors 
for  major  chronic  diseases  such  as  obesity,'  ' 
hypertension, coronary  heart  disease 
(CHD),^^  and  cancer'  have  origins  in  child- 
hood. In  addition,  diet  and  exercise  habits 
established  in  childhood  may  tend  to  be  car- 
ried into  adulthood  therefore  influencing  risk 
of  disease  in  adulthood.’-'*  '"  Evidence  that  the 
atherosclerotic  process  leading  to  adult  CHD 
begins  during  childhood^  and  that  obesity, - 
diet,  and  exercise‘s habits  may  be  formed  dur- 
ing childhood  and  adolescence  has  prompted 
wide  ranging  efforts  to  alter  childhood  risk 
factors  for  adult  diseases. 

Efforts  such  as  the  dietary  recommendations 
presented  by  the  National  Cholesterol  Educa- 


*From  the  School  of  Public  Health.  University  of  South 
Carolina  (Drs.  Sargent  and  Schulken),  and  the  Depart- 
ment of  Health  Science.  Clemson  University  (Dr.  Kem- 
per). All  data  presented  in  this  paper  represent  studies 
supported  in  part  by  Cooperative  Agreement 
#U63/cCU80275()-03.  Division  of  Adolescent  and 
School  Health,  Center  for  Disease  Prevention  and 
Health  Promotion.  CDC.  Atlanta.  Georgia. 

**Address  correspondence  to  Dr.  Sargent  at  the  School 
of  Public  Health.  University  of  South  Carolina, 
Columbia,  SC  29208.  A full  report  of  the  data  summa- 
rized in  this  paper  is  available  upon  request. 


lion  Program,  Report  of  the  Expert  Panel  on 
Blood  Chole.sterol  Levels  in  Children  and 
Adolescents"  and  the  Healthy  Kids  for  the 
Year  2()()():  An  Action  Plan  for  Schools'' 
emphasize  the  importance  of  a healthy  diet 
and  other  health  behaviors  during  childhood. 
The  recommended  diet  compared  to  current 
intakes  of  children  and  adolescents"  are 
shown  in  Table  I.  Dietary  changes  including 
reduction  of  intake  of  total  fat,  saturated  fat, 
dietary  cholesterol,  and  increases  in  complex 
carbohydrates  could  have  profound  effects  on 
long  term  health  of  the  child  and  adolescent 
populations. 

While  many  children  understand  the  positive 
assoeiation  between  good  nutrition  and  health, 
a recent  poll  of  over  5()()()  school  children  pro- 
vided evidence  of  poor  food  choices.'’  For 
example,  teenage  girls  consume  on  average 
only  about  65  percent  the  RDA  for  calcium. 
Their  intakes  of  fiber,  iron,  magnesium,  and 
zinc  are  below  the  RDA  while  their  intakes  of 
fat  and  saturated  fat  are  higher  than  recom- 
mended.'’ Thirty-two  percent  of  8th  - lOth 
grade  boys  and  48  percent  of  the  girls  report 
that  they  skip  breakfast  five  or  more  times  a 
week.''’ 

The  purpose  of  this  report  is  to  review 
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lAHU:  1 

C IIKRKN  I VKRSIJS  RECOMMKNDKI)  Nl  I RIEM  IM  AKK 
IN  C HILDREN  AND  ADOEESC  EN TS 


Current'-^' 

Re  CO  mm  en  (led  * 

.Saturated  Fatty  Acids  (%  of  calorics) 

14 

<10 

Total  F'at  (%  t)f  calories) 

35-36 

Average  no  more  thtin  30 

Polyimsiiturated 

6 

Up  to  10 

Monounsaturated 

13-14 

10-15 

Cholesteix)!  (mg/day) 

1 93-296 

<300 

* Reference  No.  14 
**  Reference  No.  1 1 

available  data  IVom  studies  that  have  sampled 
St)Lith  Carolina  youth  with  reference  to  their 
dietary  practices  and  other  diet  related  issues. 

METHODS 

Data  pre.sented  will  represent  three  data  sets;  (1) 
the  Teen  Health  Habits  Survey,  (2)  the  South 
Carolina  Youth  Risk  Behavior  Survey  conduct- 
ed during  1990.  and  (3)  the  SCYRBS  repeated 
in  1991.  All  studies  were  funded  by  the  Center 
for  Disease  Control.  Atlanta.  Georgia. 

The  Teen  Health  Habits  Survey  (THHS) 
was  a comprehensive,  cross-sectional  survey 
of  adolescent  female  health  habits.  Twenty 
high  schools  from  three  central  South  Caroli- 
na districts  were  stratified  and  matched 
according  to  race  and  size  to  ensure  represen- 
tation of  black  and  white  students.  Three  pairs 
of  schools  were  then  randomly  selected  for 
study  inclusion.  All  females  (ages  13-19) 
enrolled  in  physical  education  classes  at  the 
six  schools  participated  in  the  study.  Passive 
parental  permission  forms  were  distributed  in 
advance  to  the  students. 

Excluded  from  this  sample  were  subjects 
who  were  not  classified  as  either  black  or 
white,  subjects  whose  food-item  questionnaire 
when  after  careful  review,  appeared  to  be 
incorrect  and  subjects  who  had  missing  data 
for  body  mass  index  or  socioeconomic  status 
calculations.  Although  for  descriptive  purpos- 
es the  final  data  set  consisted  of  433  subjects, 
analysis  of  the  dietary  variables  was  restricted 


to  408  subjects  who  had  complete  dietary 
information. 

Nutritional  intake  calculations  were  based 
on  the  frequency  of  consumption  and  portion 
sizes  of  foods  reported  on  the  reduced  ver- 
sion'^ of  the  National  Cancer  Institute's  Health 
Habits  and  History  Questionnaire  (HHHQ).'’ 
The  food  frequency  questionnaire  offers  the 
advantage  of  not  only  daily  but  weekly, 
monthly,  and  per  year  report  of  food  intake. 

The  South  Carolina  Youth  Risk  Behavior 
Survey  (SCYRBS)  was  an  extensive  statewide 
random  design  survey  of  9th  - 12th  grade 
public  school  students  conducted  between 
February  and  May  in  199(f  and  again  during 
the  same  months  in  1991.  Both  studies  were 
funded  by  the  Center  for  Disease  Control. 
Atlanta,  Ga. 

Fifty-seven  schools  agreed  to  participate  in 
the  1990  survey,  representing  37  school  dis- 
tricts yielding  a response  sample  of  5.539  stu- 
dents. The  student  respondents  were  51  per- 
cent females,  49  percent  males.  56  percent 
white,  41  black  with  three  percent  being  of 
other  ethnic  backgrounds. 

Forty-nine  schools  participated  in  the  1991 
survey  which  represented  32  districts  yielding 
a response  sample  of  5.856  students.  The  stu- 
dent respondents  were  49  percent  female.  51 
percent  male.  52  pereent  white,  43  percent 
black,  and  about  five  percent  being  of  other 
ethnic  backgrounds. 

While  the  survey  addressed  alcohol,  tobac- 
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CO.  drug  use.  physical  acli\  ity.  and  sexual 
behaviors,  this  study  represents  results  of 
questions  relating  to  dietary  practices  includ- 
ing the  frequency  of  intake  of  various  foods, 
meal  skipping  and  weight  management  prac- 
tices. Question  construct  did  not  allow  for 
quantifying  dietary  intakes. 

All  information  subsequently  presented 
except  those  specified  otherwise  are  findings 
from  these  three  data  sets. 

STATISTICAL  ANALYSIS 

Analysis  of  covariance  was  performed  on  the 
THHS  data  to  analyze  nutrient  intakes  of 
energy,  calcium,  iron  and  protein,  and  to 
assess  differences  associated  with  the  inde- 
pendent variables.  Included  in  the  General 
Linear  Model  (SAS  Institute.  1985)  were  the 
independent  variables  of  race.  SES.  the  possi- 
ble interaction  among  race  and  SES.  and  age 
as  a covariate. 

Chi  Square  tests  were  utilized  to  test  for  dif- 
ferences between  races  for  the  proportion  of 
subjects  in  each  of  the  RDA  categories  for  the 
Teen  Health  Habits  Survey  Data. 

The  differences  between  groups  were  con- 
sidered statistically  significant  if  the  p-value 
was  less  than  0.05. 

All  data  from  the  SCYBS  are  presented  as 
percents.  No  attempts  were  made  to  analyze 
by  race  or  age  group.  These  data  are  presented 
strictly  to  indicate  general  nutritional  practices 
of  South  Carolina  Youth. 

RESULTS 

The  THHS  results  indicated  South  Carolina 
adolescent  females  (mean  age  15.2  years)  to 
have  a mean  daily  energy  intake  of  2052.06 
±1051.36  Kcal  (RDA  = 2200  Kcal).  mean  cal- 
cium intake  of  816.86  ± 585.21  mg  (RDA  = 
1200  mg),  and  a mean  iron  intake  of  12.88  ± 7 
.12  mg  (RDA  = 15).  While  the  values  were 
lower  than  recommended,  a protein  intake  of 
78.74  ± 55.81  g/d  was  well  above  the  recom- 
mended 44.00  g/d.  Mean  daily  intake  of 
cholesterol  (310.17  ± 218.07  mg)  was  higher 
than  the  recommended  300  mg/d  maximal, 
while  fiber  intake  of  10.26  ± 5.86  was  lower 


than  the  20-30  g/d  generally  recommended  . 
Other  nutrients  assessed  tended  to  fall  into  the 
appropriate  intake  categories.  Energy  intake 
distribution  by  percent  calories  was  15.2  per- 
cent protein.  45.4  percent  carbohydrates,  and 

39.4  percent  fat. 

When  considered  by  race,  black  females 
(N=236)  consumed  significantly  more  calories 
(2475.5  Kcal/d  and  1741.5  Kcal/d  respectively) 
than  white  females  (N=236.  p=<.()()()l).  Black 
females  also  consumed  more  protein  than  whites 
(97.1  g/d  and  63.6  g/d  respectively.  p=<.()()()l ). 
more  iron  (15.7  and  10.8  mg/d  respectively. 
p=<. ()()() I ).  and  more  calcium  (906.1  mg/d  and 
762.38mg/d.  p=.0205)  than  white  females.  No 
differences  were  observed  between  .SES  cate- 
gories (p=.  1007) or  age (p=.  8058) . 

When  considering  the  proportion  of  the 
study  population  meeting  100  percent  of  the 
RDA  for  total  calories  only  25.85  percent  of 
white  females  and  56.4  percent  of  the  black 
females  qualified,  for  protein  20.6  percent  of 
whites  and  39.4  percent  of  blacks,  for  calcium 
14.8  percent  of  whites  and  18.1  percent  of  the 
blacks,  and  for  iron  16.1  percent  of  whites  and 

47.4  percent  of  the  blacks. 

Results  of  the  South  Carolina  Youth  Risk 
Behavior  Survey  1990  and  1991  found  that 
the  majority  of  South  Carolina  adolescents  did 
not  report  consuming,  during  the  previous 
day.  a fruit  (57.6  percent  females.  53.3  percent 
males),  a green  salad  (76.1  percent  females. 
74.0  percent  males)  a cooked  vegetable  (59.3 
percent  females)  or  drink  a fruit  juice  (55.5 
percent  females).  Of  those  who  chose  from 
these  groups  of  foods,  almost  twice  as  many 
consumed  only  one  serving  as  compared  to 
two  or  more  servings  excepting  fruit  juice 
consumption  (See  Table  2). 

A majority  (56.0  percent)  of  the  adolescent 
males  consumed  hamburgers,  hotdogs,  or 
sausage  one  or  more  times  during  the  previous 
day  while  the  majority  of  males  and  females 
(67.0  and  62.0  percent  respectively)  con- 
sumed french  fries  or  potato  chips  one  or 
more  times  yesterday.  Both  the  males  and 
females  (65.5  and  60.4  percent  respectively) 
reported  frequent  intakes  of  cookies,  dough- 
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TABEK2 

RESPONSE  TO  DIETARY  QUESTIONS  BY  SOUTH  CAROEINA 
ADOEESCENT  MAEES  AND  I EMAEES 


Yesterday  did  you: 

Females 

Males 

Fat  Fruit? 

no 

57.6 

53.3 

yes,  once 

29.4 

27.5 

yes,  2 x's  or  more 

13.0 

19.3 

Fat  Green  Salad? 

no 

76.1 

74.0 

yes,  once 

20.6 

2 1 .2 

yes.  2 x's  or  more 

3.3 

4.8 

Eat  Cooked 

Vegetables? 

no 

54.3 

49.4 

yes,  once 

36.0 

36.9 

yes,  2 x's  or  more 

9.7 

13.7 

Drink  Fruit  Juice? 

no 

55.7 

47.7 

yes.  once 

25.8 

27.9 

yes.  2 x's  or  more 

18.5 

24.4 

Source:  South  Carolina  Youth  Risk  Behavior  Survey,  1991 


N=5856  - 26.2%  - 9th  grade 
29.0%  - 10th  grade 
23.1%-  11th  grade 
21.1%-!  2th  grade 
Remainder  ungraded 


48.5%  female 
5 1 .5%  male 
52.0%  white 
43.5%  black 
Remainder  other 


nuts,  pies  or  cakes  during  the  previous  24 
hours  (See  Table  3). 

Questions  pertaining  to  body  size  percep- 
tions were  asked  by  the  SCYRBS  during 
1990.  Females  were  more  than  twice  as  likely 
to  pereeive  themselves  as  too  fat  when  com- 
pared to  males  (31.0  and  14.1  pereent  respec- 
tively) while  males  were  almost  twiee  as  like- 
ly to  perceive  themselves  as  too  thin  as  were 
females  (18.3  and  10.5  pereent  respeetively). 
Similarly,  most  males  were  either  doing  noth- 
ing about  their  weight  or  trying  to  maintain  or 
gain  weight  (80.7  percent)  while  37.0  percent 
of  the  females  were  trying  to  lose  weight. 

When  asked  about  meal  skipping  practices 
21.1  percent  of  the  females  skipped  one  to 
two  meals  during  the  week  while  21.5  pereent 
skipped  three  to  four  meals  during  the  previ- 
ous week.  Males  were  unlikely  to  skip  meals 


for  weight  loss  puiposes  (81.1  percent  skipped 
no  meals). 

When  asked  about  vomiting  practices  to  aid 
in  weight  management  10.0  percent  of  the 
females  and  5.9  percent  of  males  had  used  this 
strategy  at  least  once  to  lose  or  maintain 
weight. 

DISCUSSION 

The  results  presented  in  this  manuscript  indi- 
cate signifieant  differences  between  the  mean 
energy,  protein,  calcium,  and  iron  intakes  of 
white  and  black  female  adolescents  (THHS). 
The  mean  energy  intake  was  higher  among 
black  females  than  white  females  (2475.54 
kcalories  vs  1741.55  kealories).  Although 
74. 1 5 percent  of  white  females  failed  to  meet 
the  RDA  of  2200  kcalories,  56.40  of  black 
females  exceeded  the  RDA.  These  findings 
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TABLE  3 

RESPONSE  (IN  PERCENT)  TO  DIETARY  QUPTSTIONS 
BY  SOUTH  C AROLINA  ADOLESCENT  MALES  AND  EEMALES 


Yesterday  did  you: 

Females 

Males 

Eat  Hamburgers,  Hotdogs 

or  Sausage? 

no 

57.6 

44.0 

yes,  once 

35.7 

40.7 

yes  2 x's  or  more 

6.8 

15.3 

Eat  Trench  Eries  or 

Potato  Chips? 

no 

38.1 

33.1 

yes,  once 

46.3 

45.8 

yes,  2 x's  or  more 

15.7 

2 1 .2 

Eat  Cookies,  Doughnuts, 

Pie  or  Cake? 

no 

39.7 

34.5 

yes,  once 

39.1 

38.4 

yes,  2 x's  or  more 

21.3 

27.1 

Source:  South  Carolina  Youth  Risk  Behavior  Survey,  1991 
N=5856 


26.2%-  9th  grade 
29.0%  - 1 Oth  grade 
23.1%  - 1 1th  grade 
21.1%-  1 2th  grade 
Remainder  ungraded 


48.5%  female 
5 1 .5%  male 
52.0%  while 
43.5%  black 
Remainder  other 


were  not  consistent  with  nutrient  intakes  of 
adolescent  females  presented  by  other  studies 
whieh  found  no  significant  differences  in 
mean  energy  intakes  (using  24  hour  recalls) 
between  black  and  white  females.” 

The  black  females  in  this  study  had  a higher 
mean  protein  intake  than  white  females,  a 
reflection  of  the  higher  caloric  intake  by  the 
black  female  population.  No  differences  were 
found  in  the  Body  Mass  Index  (BMI  = kg/m2) 
of  the  black  and  white  females.  The  increased 
caloric  intake  reported  by  the  black  females 
could  contribute  to  the  onset  of  adult  obesity 
which  occurs  twice  as  frequently  in  the  black 
female  population  as  in  the  white  population.™ 
Results  of  this  study  emphasize  that  ameri- 
can  diets  tend  to  be  high  in  protein  and  that  a 
large  proportion  of  adolescent  females  meet 
the  RDA  for  protein.  The  large  proportion  of 
adolescents  frequently  consuming  hamburg- 


ers, hotdogs,  and  sausage  is  consistent  with 
this  finding. 

While  black  females  reported  consuming 
more  calcium,  85.17  percent  of  the  white 
females  and  81.87  percent  of  the  black 
females  failed  to  meet  the  RDA  of  1200  mil- 
ligrams of  ealcium  and  was  consistent  with 
previous  reports.'*' 

Iron  intake  was  higher  among  black  females 
than  white  females  in  this  study,  again  rellect- 
ing  higher  caloric  intake.  A majority  of  both 
races  however  failed  to  meet  the  RDA  for  iron 
which  is  consistent  with  previous  studies 
reporting  female  adolescents  to  have  iron  defi- 
cient diets."* 

Comparisons  between  this  study  and  other 
studies  with  regard  to  nutrient  intakes  of  black 
and  white  female  adolescents  is  complicated 
due  to  differenees  in  dietary  data  collection. 
This  study  is  the  first  to  use  the  food  frequen- 
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TAHLi:4 

RKSPONSi:  (IN  RKRCKN T)  TO  QUKSTIONS  ABOUT  BODY  Sl/K  RKRCKBI  ION 

AND  wi:k;ht  loss  bkhaviors 


Question 

Females 

Males 

think  of  your  body  size 

too  thin 

10.5 

18.3 

about  right 

58.0 

('ll  .U 

too  fat 

3 1 .0 

14.1 

— trying  tt)  do  about  your  weight 

nothing 

25.8 

42.1 

to  lose 

37.0 

15.0 

to  maintain 

26.4 

16.0 

to  gain 

10.8 

26.9 

— meals  skipped  to  lose  or 

none 

56.5 

81.1 

maintain  weight  during  the 

1 -2 

21.1 

9.9 

past  7 days 

3-6 

14.6 

5.9 

7-14 

6.9 

2.3 

— times  vomited  to  lose  or 

never 

90.0 

94.1 

maintain  weight  during  the 

have,  but  not  in  the  past  7 days 

7.6 

3.4 

past  7 days 

1 - 2 times 

1.3 

1.3 

3-6  times 

0.5 

0.5 

7 or  more  times 

0.6 

0.7 

Source;  South  Carolina  Youth  Risk  Behavior  Survey,  1990 


N=5,539 


28.5%  - 9th  grade 
28.0%  - 10th  grade 
22. 1 % - 1 1th  grade 
21.1%  - 12th  grade 
Remainder  ungraded 


5 1 .0%  female 
49.0%  male 
56. 1 % white 
41.0%  black 
Remainder  other 


cy  questionnaire  (HHHQ)  which  calculates 
intakes  based  on  the  frequency  of  consump- 
tion and  portion  sizes  of  foods  estimated  on 
the  National  Cancer  Institutes’s  food  item 
questionnaire.'’  The  HHHQ  is  suggested  to 
slightly  increase  caloric  and  other  nutrient 
intakes  when  compared  to  24-hour  dietary 
recalls. 

The  percentage  of  South  Carolina  adoles- 
cents choosing  to  include  regular  intakes  of 
fruits,  salads  and  cooked  vegetables,  while 
discoLiragingly  low,  is  consistent  with  national 
data.  The  National  Restaurant  Associations 
CREST  special  study''’  of  children  and  adoles- 
cents (between  six  and  17  years)  found  french 
fries  (30  percent)  and  hamburgers  (24  percent) 
to  be  the  most  commonly  ordered  foods  when 
reported  as  a percent  of  eater  occasions.  Pizza, 
fried  chicken,  and  ice  cream  followed  in  pop- 
ularity. Salads  were  less  than  one-fourth  as 


likely  to  be  requested  as  were  french  fries  and 
hamburgers  (six  percent  of  eater  occasions). 

National  data  indicate  about  25  percent  of 
adolescents  to  be  overweight.'  While  most 
South  Carolina  males  report  feeling  that  their 
weight  is  about  right  (67.0  percent),  about  one- 
third  (31.0  percent)  of  the  females  report  that 
they  feel  too  fat.  These  perceptions  result  in 
most  adolescent  males  not  attempting  to  alter 
their  weight,  while  37.0  percent  of  the  females 
are  attempting  to  lose  weight  with  42.6  percent 
of  the  adolescent  females  using  meal  skipping 
practices  to  aid  in  their  management  of  weight. 
Females  were  about  twice  as  likely  as  males  to 
have  vomited  during  the  past  week  for  puipos- 
es  of  losing  or  maintaining  weight. 

The  results  of  data  gathered  on  South  Car- 
olina adolescents  clearly  indicate  the  need  for 
agressive  and  innovative  approaches  to  shift- 
ing dietary  behaviors. 
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If  the  adolescent  population  is  to  move 
toward  a low  risk  diet,  there  must  be  a com- 
mitment from  a wide  range  of  institutions  to 
begin  the  long  term  process  of  changing 
dietary  behavior.  Public  health  professions, 
schools,  government  agencies,  and  the  medi- 
cal profession  must  better  coordinate  their 
efforts  to  ensure  the  desired  societal  progres- 
sion to  a healthy  diet. 

SUMMARY 

Data  from  studies  conducted  on  South  Caroli- 
na adolescents  indicate  caloric  intake  to  be 
less  than  recommended,  intakes  of  calcium, 
iron  and  fiber  are  also  less  than  recommended. 
Protein  intake  and  cholesterol  intake  appears 
to  higher  than  recommended.  When  distribu- 
tion of  energy  intake  is  assessed  excessive 
amounts  of  fat  are  consumed  while  reduced 
intakes  of  carbohydrates  are  observed.  Gener- 
al dietary  practices  indicate  inadequate  intakes 
of  fruits,  cooked  vegetables,  and  salads,  while 
excessive  intakes  of  hamburgers,  fried  foods, 
and  pastries  are  observed. 

These  findings  indicate  S.  C.  adolescents  are 
consuming  a diet  that  increases  risk  for  diet 
related  diseases  that  may  occur  in  adulthood.  L) 
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INCIDENCE  OF  ASTROCYTOMA  IN  ANDERSON 
COUNTY:  A THREE-YEAR  ANALYSIS* 


MICHAEL  N.  BUCCI,  M.  D.** 
DORIS  C.  PHILYA W,  B.  S.  N„  R.  N. 


Malignant  cerebral  neoplasms  are  a tragic  and 
not  infretiLient  oeeurrenee  with  few  patients 
surviving  long  enough  to  compare  five  year 
mortality  data.  With  the  advent  of  modern 
neuroradiologieal  procedures  which  I'aeilitate 
rapid  diagnosis,  these  neoplasms  are  being 
diagnosed  prior  to  autopsy  in  significantly 
more  instances;  however,  whether  or  not  these 
neoplasms  are  occurring  more  frequently  in 
general  is  controversial.'  - We  report  a consec- 
utive three-year  analysis  of  histologically  con- 
firmed cases  of  astrocytoma  in  patients  resid- 
ing in  Anderson  County. 

MATERIALS  AND  METHODS 

Data  were  obtained  retrospectively  and 
prospectively  from  patients  known  to  the 
authors  to  be  residents  of  Anderson  County 
who  were  diagnosed  with  astrocytoma 
between  January  I,  1989,  and  December  31, 
1991.  The  state  of  South  Carolina  does  not 
have  a statewide  cancer  registry.  In  all,  there 
were  33  patients  who  underwent  operative 
intervention  and  were  diagnosed  with  astrocy- 
toma. There  were  no  autopsy  caes,  no  preva- 
lent cases,  and  all  patients  were  ineident  cases. 
There  were  13  females  and  20  males  with  an 
overall  mean  age  of  54.3  and  a range  of  12  to 
79.  There  were  13  cases  histologically  diag- 
nosed in  1989,  nine  in  1990,  and  II  in  1991 
(Table  I).  Of  these  patients,  26  underwent  his- 
tologic diagnosis  at  Anderson  Area  Medical 
Center,  six  at  Greenville  Memorial  Hospital, 
and  one  at  St.  Mary’s  Hospital  in  Rochester, 
Minnesota.  There  were  several  patients  who 


*From  the  Department  of  Neurosciences,  Anderson 
Area  Medical  Center.  Anderson.  SC. 

** Address  correspondence  to  Dr.  Bucci  at  109 
Montgomery  Drive,  Anderson,  SC  29601. 


TABLE  I 

Histologically  confirmed  cases  of  astrocytoma,  Anderson,  S.C. 
1989-1991 


AGE 

MALE 

FEMALE 

TOTAL 

0-14 

1 

0 

1 

15-34 

1 

2 

3 

35-54 

5 

6 

11 

55-64 

5 

2 

7 

65-74 

6 

2 

8 

75+ 

2 

1 

3 

TOTAL 

20 

13 

33 

MEAN  AGE  54.3 

RANGE  12-79 

Table  I.  Hi.stologically  confirmed  cases  of  astrocy- 
toma in  Anderson  County,  South  Carolina,  1989- 
1991. 

presented  to  both  Anderson  Area  Medical 
Center  and  Greenville  Memorial  Hospital  who 
were  diagnosed  with  astrocytoma  clinically; 
however,  these  cases  were  not  included  due  to 
a lack  of  antemortem  histologieal  confirma- 
tion. No  attempt  was  made  to  determine 
whether  additional  cases  occurred  within  the 
county  but  were  cared  for  at  institutions  other 
than  the  three  already  mentioned.  This  was 
due  in  large  part  to  the  lack  of  a statewide 
cancer  registry.  All  grades  of  astrocytoma  I - 
IV  were  included  in  this  study. 

Figure  I is  a map  of  Anderson  County  with 
the  majority  of  patients'  residences  indicated 
by  small  rectangles  within  the  diagram.  The 
relationship  to  major  thoroughfares  and  to 
Lake  Hartwell  is  also  shown.  High  voltage 
overhead  power  lines  are  diagramed  within 
the  map  as  well. 

An  oceupational  history  is  available  for  27  of 
the  33  patients;  however,  there  was  neither  a 
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Michelin 
Bosch 
Vytech 


Figure  I.  Map  of  Anderson  County  with  patients'  residences  marked.  Pertinent  landmarks  are  illustrated  and 
include  major  roads,  industries  and  high  voltage  power  lines. 


majority  nor  an  excess  in  any  specific  portion 
of  the  work  force.  Many  of  the  patients  were 
retired  at  the  time  of  their  initial  diagnosis. 

Population  figures  were  obtained  for  Ander- 
son County  from  the  1990  census.  Compara- 
ble results  were  obtained  from  several  previ- 
ously published  population-based  surveys 
regarding  intracranial  neoplasms.  The  por- 
tions of  these  publications  dealing  specifically 

TABLE  II 


Age  and  sex  specific  incidence  rates  per  100,000 
person-years  for  astrocytoma,  Anderson,  S.C. 


Age 

Male 

No  Rate 

Female 
No.  Rate 

Total 

No.  Rate 

0-14 

1 

0.92 

0 

0 

1 

0.47 

15-34 

1 

0.44 

2 

0.85 

3 

0.65 

35-54 

5 

2.75 

6 

3.13 

11 

2.95 

55-64 

5 

14.38 

2 

4.89 

7 

9.25 

65-74 

6 

23.63 

2 

5.68 

8 

13.20 

75+ 

2 

13.30 

1 

2.88 

3 

6.03 

TOTAL 

20 

3.38 

13 

0.82 

33 

2.67 

95%  C. I.  (1.20-9.60)  (0.12-5.52)  (0.84-8.50) 

Table  II.  Age-  and  sex-specific  incidence  rates  per 
100,000  person  years  for  astrocytoma,  Anderson 
County  , South  Carolina,  1989-1991. 


with  astrocytoma  were  extrapolated  from  the 
available  data  for  comparison  (Table  III). 

Data  were  obtained  from  the  South  Carolina 
State  Data  Center  regarding  census  population 
for  Anderson  County  by  single  age,  race  and 
sex.  The  age  and  sex  specific  incidence  rates 
were  adjusted  to  a standard  population  using 
this  data.  The  formula  for  rate  was  equal  to 
the  number  of  cases  times  lOO.OOO  divided  by 
the  total  of  the  age  specific  interval.  These 
data  were  then  calculated  according  to  95  per- 
cent confidence  intervals  using  the  following 
formula:  Lower  limit  equal  to  (rate  -)-  2 - 2 X) 
rate  -i-  1 1/2,  and  upper  limit  equal  to  (rate  -i-  2 
+ 2X)rate-r  1 1/2. 

RESULTS 

The  1990  census  lists  Anderson  County, 
South  Carolina  as  having  a population  of 
145,196  residents;  the  33  cases  of  astrocytoma 
diagnosed  histologically  yield  an  estimated 
average  annual  incidence  of  7.58  cases  per 
100, 000  population.  The  individual  yearly 
rates  were  8.95  ( 1989),  6.20  ( 1990).  and  7.58 
(1991). 

Table  II  lists  the  age  and  sex  specific  inci- 
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TABLE  III 


AUTHORS 

LOCATION 

TIME  PERIOD 

CLASSIFICATIONS 

%HISTOLOGICALLY 

CONFIRMED 

ANNUAL  INCIDENCE 
RATE  PER  100,000 
POPULATION 

Schoenberg, 
etal,  1976 

Connecticut 

1935-64 

Astrocytoma  & 
glioblastoma 

76.9 

3.9T 

Percy,  et  al, 
1972 

Rochester, 

MN 

1935-68 

Astrocytoma 

93 

4.4 

Kurland,  et  al, 
1982 

Rochester, 

MN 

1950-77 

Glioma 

96 

5.2 

Walker,  et  al, 
1985 

US 

Population 

1973-74 

Astrocytoma  & 
Glioblastoma 

74 

3.46 

Cole,  et  al 
1989 

South  Wales, 
England 

1981-1987 

Glioma 

100 

3.6 

BuccI  and 
Phllyaw,  1992 

Anderson, 
South  Carolina 

1989-91 

Astrocytoma 

100 

7.58 

1.  Estimated  incidence  of  glial-neoplasms  per  100,000  population 


Table  III.  Comparative  analysis  of  the  annual  incidence  rates  per  100,000  population  of  gliomas  or 
astrocytomas  from  six  population-based  surveys. 

dence  rates  for  our  patient  population.  The 
individual  interval  rate  and  the  totals  are  list- 
ed. The  total  rate  for  the  20  male  patients  was 
3.38.  The  total  rate  for  the  13  female  patients 
was  0.82.  The  overall  total  for  the  33  patients 
was  2.67.  All  three  of  these  calculations  fall 
within  the  calculated  95  percent  confidence 
intervals. 

DISCUSSION 

Despite  recent  neuroradiological  advances  in 
the  diagnosis  and  treatment  of  patients  with 
neurological  and  neurosurgical  disease,  astro- 
cytoma and  glioblastoma  continue  to  remain 
formidable  challenges  for  neurologists  and 
neurosurgeons  alike.  More  challenging  still  is 
an  increasing  annual  incidence  of  primary 
malignant  brain  tumors  being  reported  in  the 
elderly.'  Combined  with  a senescent  popula- 
tion, the  diagnosis  and  treatment  of  patients 
with  these  primary  brain  tumors  may  become 
increasingly  more  prevalent  in  the  future. - 
The  current  study  focuses  on  the  incidence  of 
astrocytoma  in  a rural  upstate  county  in  South 
Carolina.  Only  those  patients  who  underwent 
operative  intervention  and  tissue  diagnosis 


were  included  in  this  study.  Similarly,  patients 
who  were  cared  for  at  Anderson  Area  Medical 
Center  with  this  tumor  diagnosis  who  were 
not  residents  of  Anderson  County  were  not 
included.  The  authors  know  of  several 
patients  who  presented  with  neuroradiological 
evidence  of  a primary  brain  malignancy  and 
who  were  not  operated  upon  due  to  poor 
health  or  advanced  age  and,  therefore,  were 
not  included  in  this  study.  Therefore,  the 
authors  believe  that  there  were  undetected 
cases  in  the  population.  Additional  data  were 
obtained  from  Greenville  Memorial  Hospital 
and  one  patient  who  lived  in  Anderson  Coun- 
ty elected  to  have  this  surgical  procedure  per- 
formed in  Rochester,  Minnesota.  Therefore, 
there  were  additional  patients  from  this  county 
during  the  same  time  period  who  most  proba- 
bly had  this  diagnosis  and  were  not  not 
included. 

Table  III  lists  six  population-based  surveys 
regarding  primary  intracranial  neoplasms.  The 
published  reports  were  then  carefully 
reviewed  and  data  pertaining  only  to  astrocy- 
toma, glioma,  and  glioblastoma  were  includ- 
ed. Comparison  was  then  made  with  the  cur- 
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rent  study. 

Two  of  these  studies^"*  were  performed  in 
Rochester.  Minnesota,  which  is  a relatively 
isolated  population  with  excellent  tertiary  care 
medical  facilities.  Histologically  confirmed 
cases  were  93  and  96  percent  respectively,  and 
included  autopsy  reported  cases  as  well.  Cal- 
culated age-adjusted  annual  incidence  rates 
were  4.4  and  5.2  per  I ()(),()()()  based  on  the 
United  States  census  for  1950.  The  initial 
study  by  Percy  et  ah'*  had  the  lower  age  specif- 
ic incidence  rate;  however,  the  entire  report 
revealed  only  49  cases  over  a 34-year  period. 
Similarly,  in  the  Kurland  study,  there  were  68 
diagnosed  cases  over  a 28-year  period  from 
1950  through  1977.  While  the  population  of 
Anderson  County  is  larger  than  Rochester, 
Minnesota,  our  33  cases  in  three  years  appears 
to  represent  a larger  proportion  of  neoplasms 
occun  ing  in  a shorter  period  of  time. 

Schoenberg  et  al.^  reported  a 30-year  retro- 
spective review  from  the  Connecticut  Tumor 
Registry  from  the  state  of  Connecticut.  They 
charted  a table  of  primary  intracranial  tumors 
between  1935  and  1964  wherein  they  cite  the 
incidence  rates  for  100,000  population  per 
year  of  both  glioblastoma  and  astrocytoma. 
They  further  subdivide  the  incidence  rates 
between  male  and  female  patients  and 
describe  an  average  age  of  50  for  glioblas- 
toma and  38  for  astrocytoma.  Seventy-six 
point  nine  percent  of  cases  were  histologically 
confirmed  and  included  cases  diagnosed  at 
autopsy  as  well.  The  annual  incidence  rate  for 
100,000  population  as  reported  in  Table  HI  is 
an  estimate  if  one  subtracts  the  nonastrocytic 
primary  intracranial  tumor  incidence  rates 
from  the  sum  of  all  tumors  of  brain  and 
meninges,  reported  for  male  patients  during 
this  time  period.  The  overall  incidenee  rates 
for  male  versus  female  in  this  study  were  4.91 
versus  4.04  for  100,000  population.  We,  there- 
fore, chose  the  higher  incidence  rate  to  formu- 
late this  calculation. 

Cole  et  al.''  calculated  the  average  annual 
incidence  rates  for  various  primary  tumors  of 
the  brain  and  subdivided  gliomas  as  the  most 
eommonly  occurring  tumor  with  an  average 


annual  incidence  of  3.6  per  100,000  popula- 
tion. They  used  the  seven-year  period  from 
1981  through  1987  and  excluded  cases  which 
did  not  have  a diagnostic  biopsy.  Therefore, 
100%  of  cases  were  histologically  confirmed. 

Finally,  and  most  importantly.  Walker  et  al.' 
published  the  national  survey  of  intracranial 
neoplasms  in  1985  using  data  obtained  over  a 
two-year  period  from  1973  through  1974.  The 
available  data  were  then  further  subdivided 
into  cases  with  glioblastoma,  cerebellar  astro- 
cytoma, and  other  astrocytomas  and  gliomas. 
Approximately  74  percent  of  cases  were  histo- 
logically confirmed  and  if  one  calculates  the 
annual  incidence  per  I0(),()()()  population,  the 
rate  was  3.46.  If  one  includes  100  percent  of 
the  reported  cases,  the  annual  incidence  for 
this  study  group  was  4.67  per  100,000  popula- 
tion. 

Table  II  calculates  the  age  and  sex  specific 
incidence  rates  per  100,000  population  for 
Anderson  County,  South  Carolina  for  our 
patient  population.  The  individual  rates  for 
both  male  and  female  patients  fall  within  the 
95  percent  confidence  interval  as  does  the 
overall  total  rate  for  the  33  patients  of  2.67. 

The  average  age  of  the  patients  between  the 
various  studies  appears  to  be  relatively  com- 
parable. We  had  a mean  age  of  54.3  for  the 
entire  study  group  with  a range  of  12  to  79. 
The  majority  of  the  studies,  however,  report 
peak  incidences  occurring  in  the  older  age 
groups  specifically  55  through  64  and  65 
through  74.  Kurland  et  al.^  reported  the  high- 
est rate  in  the  75  and  over  group,  which  corre- 
lates with  a recently  published  report  from  the 
National  Cancer  Institute.' 

Our  study  population  focuses  on  a three- 
year  period  only.  The  majority  of  the  previ- 
ously reported  population-based  surveys  have 
longer  study  periods  with  the  exception  of  the 
United  States  national  study’  which  was  con- 
ducted over  a two-year  period  only. 

Occupational  histories  were  obtained  in  27 
of  the  33  patients  and  no  definite  trend  could 
be  seen.  Occupational  exposure  to  electro- 
magnetic fields  has  been  correlated  with  sig- 
nificantly higher  proportions  of  primary  brain 
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malignancy/  "’  Lin  ct  al/  showed,  liirllier- 
more,  dial  (lie  mean  age  al  dealli  was  louiul  lo 
be  signiricanlly  younger  among  cases  in  lliis 
group  willi  higli  eleciromagnetic  exposure. 
Patients  employed  in  eleclricity-relaled  occu- 
pations such  as  electricians  or  electronic  engi- 
neers were  found  to  have  significantly  higher 
proportions  of  primary  brain  malignancy,  par- 
ticularly astrocytoma.  We  did  not  find  any 
such  correlation  in  our  patient  popidation. 

Similarly,  patients  exposed  to  certain  chemi- 
cals both  occupational  and  nonoccupational 
have  been  shown  to  have  an  elevated  risk  of 
astrocytoma."  We  did  not  find  any  such 
association  in  our  study. 

We  conclude,  therefore,  that  a statewide 
cancer  registry  in  South  Carolina  is  needed  in 
order  to  aecurately  analyze  and  compare 
results  within  our  state  as  well  as  with  similar 
populations  nationwide.  We  encourage  inter- 
ested South  Carolina  physicians  to  similarly 
analyze  their  respective  county  data  to  allow 
for  meaningful  comparison  on  the  actual  inci- 
dence of  astrocytoma  statewide.  □ 
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You're  a Doctor  of  Business? 

...  or  Medidne? 


At  MPM  we  understand  — we  specialize 
in  helping  doctors  manage  their  practices 
more  efficiently. 

To  arrange  for  an  appointment  or  obtain 
more  information  call  today. 

A \ T^A  \ Medical  Practice 
iVlliVl  Management  Inc 

5711  Chamberlayne  Road,  Richmond,  Virginia  23227 
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The  Journal  of  the  South  Carolina  Medical 
Association  regrets  that  the  name  of  the 
fourth  author,  Deborah  Deas-Nesmith,  M.  D., 
was  inadvertently  omitted  from  the 
following  article: 

Deci  PA,  Santos,  AB,  McLeod-Bryant  S: 
MUSC's  Rural  Mental  Health  Services 
Initiatives.  J SC  Med  Assoc,  90  (3):  101- 
104,  1994. 
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HIGHLIGHTS  OF  THE  MAY  26  BOARD  OF  TRUSTEES  MEETING 


At  its  May  26  meeting,  the  SCMA  Board  of  Trustees  dis- 
cussed whether  licensed  midwives  should  give  Vitamin 
K to  neonates  and  whether  Medicaid  should  reimburse 
licensed  midwives  for  home  deliveries. 

The  board  voted  to  oppose  reimbursement  of  licensed 
midwives  for  deliveries  as  well  as  for  pre-natal  care.  The 


board  further  voted  to  oppose  all  elective  home  deliveries. 

The  board  discussed  home  health  care  and  its  abuses  and 
agreed  if  no  action  is  taken  at  the  June  AMA  meeting, 
the  SCMA  should  submit  a resolution  to  the  AMA  dur- 
ing the  interim  meeting  in  December  in  opposition  to 
these  abuses.  □ 


MEDICARE  UPDATE 


By  now  you  should  have  received  the  June,  1994 
Medicare  Advisory.  You  should  read  this  Advisory  care- 
fully. It  includes  updates  on  medical  policies,  MRIs,  panel 
lab  codes  and  other  pertinent  information. 

Claims  Filins  Reminder:  Providers  must  file  with 
Medicare  aU  claims  for  services  and  supplies  provided 
to  Medicare  beneficiaries.  The  claims  filing  requirement 
applies  to  all  physicians  and  suppliers  who  provide  cov- 
ered services  to  Medicare  beneficiaries.  You  may  not 
charge  the  beneficiary  for  preparing  and  filing  a Medicare 
claim  or  for  the  10  percent  reduction  for  late  filing. 
Medicare  assigned  claims  must  be  filed  within  one  year 
from  the  service  date  or  the  payment  will  be  reduced  by 
10  percent. 

Injectable  Drwf  Update:  Included  in  the  June,  1994 
Advisory  is  an  updated  fee  schedule  for  some  injectable 
drugs.  Most  of  the  revisions  resulted  in  a fee  increase,  so 
read  this  article  carefully. 

Waiver  of  Liability  Notice:  The  Waiver  of  Liability  pro- 
vision was  established  by  the  federal  government  to  pro- 
tect Medicare  beneficiaries  and  providers  from  unknow- 
ingly being  liable  for  services  which  Medicare  denies  as 
medically  unnecessary.  This  limitation  of  liability  applies 
only  to  assigned  claims  which  Medicare  determined  were 
“not  reasonable  or  necessary.”  It  does  not  apply  to  ser- 


vices which  are  denied  because  of  Medicare  exclusions, 
such  as  routine  examinations.  Because  Medicare  sends 
out  periodic  advisories  and  coverage  information  to 
providers,  providers  are  generally  expected  to  know 
which  services  Medicare  is  likely  to  deny  as  medically 
unnecessary.  Therefore,  unless  information  is  received 
with  the  claim  stating  that  the  beneficiary  was  informed 
that  the  services  would  probably  be  denied  as  medical- 
ly unnecessary.  Medicare  will  assume  that  the  provider 
is  liable  for  applicable  denied  services. 

If  a provider  renders  a service  to  a patient  which  Medicare 
is  likely  to  consider  not  medically  necessary,  the  provider 
must  notify  the  patient  in  writing  before  rendering  the 
service  that  Medicare  will  probably  deny  the  claim  and 
that  the  patient  will  be  responsible  for  payment.  Medicare 
requires  that  the  “physician  advance  notice”  and  “ben- 
eficiary agreement  to  pay”  must  be  in  writing.  Medicare 
will  not  accept  “blankef  ’ waivers  that  cover  all  procedures 
that  Medicare  may  deny.  A copy  of  that  notice  signed  by 
the  patient  should  be  attached  to  the  Medicare  claim  when 
the  claim  is  filed  hardcopy.  The  June,  1994  Medicare 
Advisory  gives  a complete  Waiver  of  Liability  Notice. 
Your  office  may  use  this  format  and  wording. 

EKG  and Rhvthm  Strip:  You  may  file  and  receive  pay- 
ment on  both  an  EKG  and  rhythm  strip  performed  at  the 
same  time  if  medically  necessary.  □ 


MEDICAID  UPDATE 


Family  Planning:  The  implementation  date  for  the 
family  planning  waiver  has  been  changed  to  July  1, 
1994.  The  waiver  will  provide  family  planning 
coverage  for  an  additional  22  months  to  women  who 
would  normally  lose  their  Medicaid  eligibility  at  the 
end  of  the  post-partum  period. 

Provider  N umbers! Final  Reminder:  All  claims 
received  with  missing  or  incorrect  provider  numbers 
will  be  returned  to  the  provider  for  corrective  action. 

Injection  Billing  Note:  Medicaid  reimbursement  for 
injectable  drugs  includes  both  the  administration  and 


cost  of  the  drug.  Recipients  may  not  be  given  a 
prescription  to  be  filled  at  the  pharmacy  for  an 
injectable  drug  that  will  be  administered  in  the 
physician’s  office  (for  example:  Depo-Provera). 

Provider  Bulletins:  Due  to  internal  administrative 
changes,  forthcoming  Medicaid  bulletins  may  be 
enclosed  in  envelopes  instead  of  being  folded  and 
stapled.  Please  notify  your  staff  of  this  upcoming 
change  in  order  to  help  them  recognize  these 
important  notices.  □ 


PATIENT  PROTECTION  ACT 


Last  month,  the  AMA  unveiled  a new  legislative 
proposal,  the  Patient  Protection  Act,  to  guarantee  that 
patients  and  their  physicians — not  insurance 
companies — would  make  decisions  about  the 
patient's  medical  care.  The  Patient  Protection  Act  is 
one  element  of  the  AMA's  Campaign  on  Patient 
Choice  and  Physician  Voice  to  give  patients  the 
information  they  need  to  make  fully  informed 
decisions  about  their  health  care  insurance.  Key 
features  of  the  legislation  include: 

• patients  have  a choice  of  physician  and  health 
plan; 

• patients  receive  information  about  what  their 
plan  covers,  copayments,  and  prior  approval 
requirements; 


ERROR  CORRECTION 

The  May,  1994  SCMA  Newsletter  listed  new  members  elected  to  the  board  of  SQMER  as  Lyn  H.  Hammond, 
MD,  Greenville;  T.  Mark  Meyer,  MD,  Aiken;  Teresa  D.  MacPherson,  MD,  Orangebuig;  and  Frank  Humbles, 
MD,  Conway.  The  list  should  have  read:  Lyn  H.  Hammond,  MD,  Greenville;  Mark  J.  Meiler,  MD,  Aiken;  Teresa 
D.  MacPherson,  Orangebuig;  and  Frank  Humbles,  MD,  Conway.  The  Newsletter  Editor  regrets  this  error.  □ 


• no  physician  can  be  dismissed  from  a plan  for 
providing  patients  the  care  they  need. 

The  insurance  industry  responded  immediately  with 
a massive  campaign  against  the  Patient  Protection 
Act  AMA  Washington  staff  report  intense  lobbying 
by  the  Big  Five  - Aetna,  Cigna,  MetLife,  Prudential 
and  Travelers  - to  defeat  the  proposal. 

Physicians  and  patients  can  rally  to  support  the 
Patient  Protection  Act  with  letters  or  by  sending  a 
Western  Union  message  to  members  of  Congress  by 
calling  1-800-354-9292.  The  charge  is  $8.25  for 
three  messages  and  can  be  charged  to  a telephone 
number,  VISA  or  MasterCard.  □ 
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PHYSICIANS  CARE  NETWORK  UPDATE 

To  date,  Physicians  Care  Network  has  signed  12 
hospitals:  Baker  Hospital,  Charleston  Memorial, 
Trident  Regional  Medical  Center,  Roper  Hospital, 
and  MUSC  Medical  Center  of  Charleston;  Baptist 
Medical  Center  of  Columbia;  Chester  County 
Hospital;  Edgefield  County  Hospital;  Elliott  White 
Springs  Memorial  of  Lancaster,  Piedmont  Memorial 
Hospital  of  Rock  Hill;  Spartanburg  Regional  Medical 
Center;  and  Summerville  Medical  Center.  Staff  is 
continuously  recruiting  physicians  for  enrollment  as 
well. 

In  terms  of  maiiceting,  a one-page  ad  appeared  in  The 
Post  & Courier  of  Charleston  on  Sunday,  May  22,  in 
the  business  section.  The  ad,  targeted  towards 
employers,  announced  Physicians  Care  Networic  as 
the  SCMA's  innovative  solution  to  rising  health  plan 
costs  by  “reducing  health  plan  costs  through 
managed  risk-sharing.”  Included  in  the  ad  was  a 
listing  of  physicians,  hospitals  and  other  health  care 
providers  in  Berkeley,  Charleston  and  Dorchester 
counties  enrolled  in  Physicians  Care  Networic. 


IMMUNIZATION  CHANGES 

Two  major  changes  were  recently  made  in  the  immu- 
nization schedule  recommended  for  children  in  the 
updated  “General  Recommendations  on  Immunization” 
(MMWR,  Vol.  83/No.  RR-1).  Published  in  January  by 
the  Advisory  Committee  on  Immunization  Practices 
(ACIP)  of  the  US  Public  Health  Service,  the  new  rec- 
ommendations represented  the  first  comprehensive 
update  since  1989: 

1.  Infants  may  now  receive  their  third  dose  of  oral 
polio  vaccine  (OPV)  at  age  six  months  along  with 
their  third  dose  of  diptheria-tetanus-j)ertussis  (CTP) 
vaccine. 

2.  Children  can  now  receive  their  measles-mumps- 
rubella  vaccine  (MMR)  more  flexibly  at  any  time 
between  12-15  months. 


DHEC  NURSING  HOME  CITATIONS 

Physicians  who  care  for  nursing  home  patients  should  be  aware  of  a Federal  regulatory  requirement  that  they 
must  be  notified  when  the  facility  gets  a Level  A Citation.  Such  citations  are  against  the  facility  and  its  care  and 
in  no  way  reflect  on  the  quality  of  individual  physician  services.  A Level  A violation  is  serious  and  notification  of 
such  a violation  may  prompt  an  individual  physician  to  contact  the  Medical  Director  of  the  facility  to  discuss  how 
the  violations  are  being  addressed.  □ 


“COUNTRY  DOCTOR  OF  THE  YEAR” 

NOMINATIONS  WANTED 

He  or  she  is  known  simply  as  “Doc,”  the  friendly,  caring  and  dependable  town  physician  who's  served  the 
community  for  years.  Anyone  who  knows  a rural  physician  fitting  this  description  is  encouraged  to 
submit  a norainatimi  on  his  or  her  behalf  for  the  “Cmintry  Doctor  of  the  Year  Award.”  Now  in  its  second 
year,  the  national  award  is  presented  by  the  Country  Doctor  Museum  in  Baii^,  NC,  and  Staff  Care,  Inc., 
an  interim  physidan  staffing  firm  based  in  Irving,  Texas.  The  award  redpimt  receives  a personalized 
bronze  i^aqui^  and  Staff  Care  will  provide  the  recipient  with  an  interim  physidan  for  one  week.  The 
interim  physidan  will  watdi  the  winnw's  practi<»  while  he  or  she  takes  some  well-deserved  time  off. 
Nomination  forms  can  be  requested  by  calling  l-800-6S5>  2272  by  August  4^  1994, 
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MATERNAL  DEATH  REPORTING 


PUBLICATIONS/VIDEOTAPES 

AVAILABLE 


The  SCMA  Maternal,  Infant  and  Child  Health  (MICH) 
Committee  has  been  attempting  to  review  all  the  mater- 
nal deaths  in  South  Carolina  for  educational  and  pre- 
ventive purposes  and  to  promote  improved  perinatal  and 
maternal  health  care.  All  data  generated  by  the  committee 
is  protected  from  disclosure  by  SC  Code  Ann.  40-7 1 -20. 

Because  of  the  current  reporting  methods,  all  deaths  due 
to  trauma,  domestic  violence  or  some  medical  conditions 
(i.e.,  AIDS)  do  not  come  to  the  committee's  attention.  In 
an  effort  to  design  a more  systematic  approach  to  reviews 
and  to  identify  the  maternal  deaths  which  may  not  be  dis- 
closed by  the  death  certificates,  the  committee  needs  your 
help.  Please  notify  the  Maternal,  Infant  and  Child  Health 
Committee  of  the  SCMA  of  the  death  of  any  woman 
found  to  be  pregnant  or  who  has  been  pregnant  in  the  past 
year,  regardless  of  pregnancy  site  or  duration. 

You  may  send  these  records  marked  CONFIDENTIAL  to: 
SCMA  MICH  Committee,  PO  Box  11188,  Columbia,  SC 
29211 . If  it  is  more  convenient,  you  may  also  call  Ginny 
Comer  at  (803)  798-6207,  ext.  242,  or  fax  to  (803)772- 
6783.  n 


In  an  effort  to  explain  medicine’s  position  on  health  sys- 
tem reform  and  tell  patients  how  they  can  participate  in 
the  reform  process,  the  AMA  has  designed  a four-page 
brochure  entitled  “A  Message  to  my  Patients:  We  Need 
a Better  Health  Care  System.”  You  are  encourage  to  dis- 
tribute this  brochure  in  your  offices  as  it  communicates 
medicine's  concerns  to  patients.  Other  publications  avail- 
able include  “Providing  Health  Coverage  for  all  Amer- 
icans,” an  eight-page  booklet  outlining  the  AMA's  pro- 
posal for  action  as  well  as  pocket  cards  that  summarize 
the  proposal.  To  order  these  publications,  contact  the 
AMA  at  1-800-262-3211. 

Special  Edition:  Physicians  Make  Washington  House 
Call,  is  a 12-minute  videotape  highlighting  the  pivotal 
March  8 summit  meeting  in  Washington,  DC,  between 
the  AMA,  physician  leaders  and  congressional  policy- 
makers. Representatives  of  all  50  state  medical  societies 
and  the  AMA  endorsed  a unity  letter  supporting  seven 
principles  of  health  system  reform.  If  you  would  like  to 
see  this  video  and  campaign  for  health  system  reform, 
please  contact  Audria  L.  Belton  at  (803)  798-6207,  ext. 
234,  or  statewide  at  1-800-327-1021 , ext.  234.  □ 


CAPSULES 

William  M.  Hull,  Jr.,  MD,  an  ophthalmologist  from  Rock  Hill,  has  been  appointed  by  the 
governor  to  the  Commission  of  the  Department  of  Health  and  Environmental  Control. 
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INFECTIOUS  ESOPHAGITIS  AND  THE 
PRIMARY  CARE  PHYSICIAN* 

ROBERT  A.  SCHLIDT,  M.  D. 

BRENDA  J.  HOEEMAN,  M.  D. 


The  incidence  of  infectious  esophagitis  has 
markedly  increased  since  the  AIDS  epidemic 
and  the  increased  use  of  immunosuppressive 
therapy.  Nonimmunosuppressed  patients  also 
develop  infectious  esophagitis  uncommonly. 
Gastroesophageal  reflux,  NG  tubes,  radiation 
therapy,  pill  esophagitis,  malignancy,  medica- 
tions, diabetes  and  alcohol  abuse  are  all  pre- 
disposing factors  for  infectious  esophagitis.' 
The  primary  care  physician  must  make  diffi- 
cult decisions  regarding  whom  to  refer  direct- 
ly to  endoscopy  and  whom  to  treat  empirical- 
ly. Often  a patient's  presentation  and  physical 
exam  when  taken  in  context  with  their 
immune  status  permit  effective  emperical 
therapy.  However  certain  patients,  including 
treatment  failures,  require  prompt  refeiral  to  a 
endoscopist  who  must  know  where  and  when 
to  brush,  biopsy,  or  culture.  Finally  as  many 
patients  will  ask,  “Gee  doc,  does  this  mean  I 
have  AIDS?”,  it  is  important  to  know  which 
cases  of  infectious  esophagitis  require  a 
workup  for  immune  suppression. 

CASE  REPORT 

A 22-year-old  dental  student  presented  with  a 
two-day  history  of  progressive  odynophagia 
and  malaise.  His  initial  exam  revealed  a low 
grade  fever  and  mild  pharyngeal  erythema 
that  did  not  improve  with  empiric  antibiotics. 
His  pain  worsened  and  he  was  admitted  with 
dehydration  from  poor  oral  intake.  His  past 
medical  history  was  unremarkable  and  the 
patient  denied  any  risk  factors  for  HIV  infec- 
tion. He  had  no  history  of  mucosal  vesicles, 
ulcerations,  recent  chest  trauma  or  medication 
ingestion.  He  did  mention  his  fiancee  had 


*From  the  Division  of  Gastroenterology,  Department  of 
Medicine,  Medical  University  of  South  Carolina,  171 
Ashley  Avenue,  Charleston.  SC  29425-3302. 


recently  had  an  oro-labial  “cold  sore.” 
Physical  Exam 

His  vitals  were  remarkable  for  mild  orthosta- 
sis and  fever.  He  had  mild  pharyngeal  erythe- 
ma without  vesicles  or  ulcerations. 

Ixih  Data 

He  had  a normal  CBC,  CXR,  and  EKG.  He 
had  electrolytes  compatable  with  volume  con- 
traction. A barium  swallow  demonstrated  dis- 
tal esophageal  mucosal  irregularities  with 
small  shallow  ulcers.  An  EGD  revealed  multi- 
ple mid  and  distal  esophageal  one  to  three  mm 
diameter  shallow  ulcerations  as  well  as  fri- 
able, erythematous  mucosa. 

SUMMARY 

Treatment  for  herpes  esophagitis  was  pre- 
sumptively initiated  with  IV  acyclovir  and  an 
immunocompetency  work  up  initiated.  Histol- 
ogy of  the  biopsies  obtained  at  EGD  showed 
severe  inflammation  but  no  Cowdry  A type 
nuclear  inclusions.  Viral  cultures  grew  HSV 
type  1.  The  patient  improved  to  normal  over 
five  days.  His  HIV,  p24  antigen,  T4/T8 
counts,  SPEP,  and  serum  immunoglobulins 
were  normal.  He  tested  HIV  negative  18 
months  later. 

DISCUSSION 

Most  patients  with  infectious  esophagitis 
regardless  of  immune  status  present  with 
odynophagia  or  dysphagia.  Occasionally  atyp- 
ical chest  pain  or  unexplained  fever  are  the 
only  symptoms.  The  various  pathogens  are 
easiest  discussed  by  genera  and  from  this 
framework  useful  clinical  clues  to  etiology 
can  be  drawn. 
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Fungal 

Candida  is  by  far  the  most  common  fungal 
organism  tliongli  aspergillosis,  histoplasmosis 
and  blastomycosis  will  also  rarely  cause 
esophagitis.  Patients  with  Candida  esophagitis 
usually  present  with  odyno|')hagia  but  symp- 
tomatology can  vary  from  asymptomatic^  to 
gross  hemorrhage.^  Candida  is  very  common 
in  immunosuppresed  hosts  and  not  uncommon 
in  normal  hosts.  Thrush  is  not  an  accurate  pre- 
dictor unless  the  patient  has  AIDS  and  is 
symptomatic  in  which  case  it  is  93  percent 
sensitive  and  100  specific.  Empiric  therapy  in 
patients  with  AIDS  is  usually  successful  if 
Candida  is  the  sole  pathogen.  As  Candida 
esophagitis  is  one  of  the  major  criteria  for  the 
diagnosis  of  AIDS  as  defined  by  the  CDC,'* 
any  new  presentation  of  Candida  esophagitis 
should  be  worked  up  for  immune  suppression. 
Candida  esophagitis  has  been  reported  as  a 
part  of  the  acute  retroviral  syndrome  in  HIV 
negative  patients  who  later  convert.'^ 

Barium  studies  are  neither  sensitive  nor  spe- 
cific enough  for  diagnosis  and  cultures  are  not 
useful  as  Candida  colonizes  the  GI  tract  in  20 
percent  of  the  normal  adult  population*  Unless 
the  patient  has  known  AIDS  with  odynophagia 
and  thrush,  the  diagnosis  is  best  established 
with  endoscopy  where  white  raised  adherent 
lesions  are  visualized  and  hyphal  forms  seen 
on  brushings  or  biopsy.  Transnasal  brush 
cytology  has  also  been  used  to  obtain  useful 
specimens.  Treatment  depends  on  the  severity 
of  the  disease  and  the  immune  status  of  the 
patient  and  includes  nystatin,  clotrimazole, 
ketaconazole,  fluconazole,  and  amphotericin. 

Viral 

The  most  common  agents  involved  in  viral 
esophagitis  are  cytomeglovirus  and  herpes 
simplex.  The  hallmark  of  the  disease  is  pain 
out  of  proportion  to  the  examination. 

Herpes  Simplex  Virus:  As  the  above  case 
study  demonstrates  HSV  esophagitis  occurs  in 
normal  as  well  as  immunocompromised  hosts. 
Patients  may  give  a history  of  a recent  URTor 
a sexual  partner  with  a cold  sore.  Oral  lesions 


may  be  present  and  may  be  considered  pre- 
sumptive of  the  diagnosis.  The  esophageal 
HSV  infection  runs  a parallel  course  to  the 
nasolabial  lesions  in  patients  with  intact 
immune  responses.  Diagnosis  is  usually  estab- 
lished with  endoscopy  which  reveals  vesicles 
early  and  ulceration's  later.  Biopsies  are  per- 
formed at  the  edge  of  the  ulcers  and  may 
show  intranuclear  inclusions.  Giant  cells,  pos- 
itive monoclonal  antibodies,  or  positive  viral 
cultures.  Barium  studies  are  insensitive  but 
may  show  “target”  lesions.  Treatment  with 
oral  or  intravenous  acyclovir  is  usually  effec- 
tive and  Foscarnet  and  vidarabine  have  also 
been  used.  Complications  include  dissemina- 
tion, bleeding  and  fistula  formation.* 

Cytomegalovirus:  CMV  esophagitis  occurs 
only  in  immunocompromised  hosts  either  as 
an  acute  acquisition  or  re-activation.  The 
esophagitis  may  occur  in  the  setting  of 
widespread  visceral  involvement.  The  diagno- 
sis is  best  made  endoscopically  and  serpigi- 
nous ulcers  that  may  coalesce  into  “giant” 
ulcers  must  be  biopsied  from  the  ulcer  center. 
The  same  histopathologic  techniques  for 
detecting  HSV  are  used  for  CMV  with  the 
addition  of  early  antigen  studies  being  useful 
in  centrifuged  specimens  suspicious  for  CMV. 
Gancyclovir  and  foscarnet  are  effective 
against  CMV. 

Varicella-Zoster  Virus:  Varicella-Zoster  Virus 
may  be  seen  in  children  with  chickenpox  or 
adults  with  zoster  and  in  these  settings  it  usual- 
ly resolves  spontaneously.  In  immunocompro- 
mised hosts  VZV  can  cause  necrotizing 
esophagitis.  Its  presentation  may  be  a 
harbinger  of  disseminated  visceral  VZV  in  the 
absence  of  any  skin  lesions.'^  Endoscopically 
VZV  is  difficult  to  distinguish  from  CMV  and 
HSV  but  this  differentiation  can  be  made  by 
immunohistology  techniques.  Acyclovir  is  the 
drug  of  choice  but  adenine  arabinoside  and 
alphainterferon  are  also  active  against  VZV. 

Ebstein-Barr  Virus:  EBV  has  been  found  in 
esophageal  ulcer  bases  in  AIDS  patients  and 
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is  felt  to  be  similar  to  the  lesions  eaused  by 
EBV  in  oral  hairy  leukoplakia.  Aeyclovir  has 
been  reported  to  elear  the  oral  lesions.  Patients 
with  infectious  mononucleosis  also  have  been 
reported  to  complain  of  odynophagia  and  have 
been  found  to  have  esophageal  ulcers. 

Human  Immunodefiency  Virus:  HIV  is  asso- 
ciated with  esophageal  infections  and  ulcera- 
tions and  it  is  not  entirely  clear  whether  this  is 
from  a primary  infection,  an  unrecognized  co- 
infection,  or  related  to  a pill  induced 
esophagitis. 

Papillomavirus:  Esophageal  warts  and  condy- 
lomas have  been  reported  in  both  healthy 
patients  and  patients  with  AIDS.  Treatment  is 
often  unnecessary  but  they  can  be  removed 
endoscopically  and  alpha  interferon  therapy 
may  be  effective. The  literature  has  con- 
flicting reports  as  to  whether  esophageal 
papillomaviral  infection  of  the  esophagus  is  a 
risk  factor  for  esophageal  malignancy.'- 

Poliovirus:  Acute  bulbar  poliomeyelitis  and  a 
late  postpolio  syndrome  are  asssociated  with  a 
transfer  dysphagia 

Bacterial 

Bacterial  esophagitis  occurs  most  commonly 
in  those  patients  who  are  profoundly  granulo- 
cytopenic and  HIV  positive.'^  Lactobacillus 
and  streptococci  have  also  been  described  in 
immunocompetent  hosts'"’  but  these  reports  are 
now  suspect  in  light  of  improved  diagnostic 
methods.  It  is  generally  accepted  that  oropha- 
ryngeal flora  play  a role  in  bacterial  esophagi- 
tis.'^ Patients  may  not  have  pain  and  may  pre- 
sent with  only  fever  or  sepsis.  Treatment  is 
with  antibiotics  to  which  the  pathogen  is  sus- 
ceptible but  usually  intravenous  penicillin  or 
vancomycin  is  used.  There  is  a single  report 
of  a patient  with  AIDS  who  had  an  esophageal 
ulcer  from  Nocardia.'" 

Syphilis  can  cause  ulceration  and  stricturing 
and  should  be  considered  if  the  patient  has 
manifestations  of  tertiary  syphilis.  Diphtheria 
membranes  can  extend  from  the  oropharynx 


and  tetanus  can  cause  dysphagia  due  to  neuro- 
muscular abnormalities.  Helicobacter  pylori 
does  not  infect  the  normal  esophagus  though 
it  can  occasionally  be  cultured  from  the 
esophagus  of  patients  with  gastric  infection.  It 
can  be  seen  microscopically  in  the  columnar 
epithelium  of  Barrets  esophagus  and  in 
esophageal  heterotopic  islands  of  gastric 
mucosa. 

Mycobacterium 

Tuberculosis  may  infect  the  esophagus  usually 
in  the  setting  of  obvious  TB  elsewhere.  It  is 
most  often  present  in  the  middle  one-third  of 
the  esophagus  and  may  look  like  a tumor  by 
x-rays. By  endoscopy  the  presence  of  a mid 
esophageal  linear  ulceration  with  smooth 
edges  and  a necrotic  base  is  considered  diag- 
nostic though  biopsies  for  AEB  smears  and 
culture  should  be  obtained.-"  Atypical 
mycobacterium  infections  of  the  esophagus 
occurs  in  patients  with  AIDS  and  endoscopi- 
cally may  appear  as  “giant”  ulcers  similar  to 
CMV  or  as  diffuse  esophagitis.-'  -- 

Parasites 

In  patients  with  AIDS  infections  with  Cryp- 
tosporidium, Pneumocystis,  and  Leishmania 
donovani  have  all  been  reported.-’  -" 

SUMMARY 

The  various  clinical  presentations  of  infec- 
tious esophagitis  have  been  discussed.  The 
physician  approach  to  patients  with  suspected 
infectious  esophagitis  is  based  on  whether  the 
patient  has  an  underlying  immune  problem. 
Symptomatic  patients  with  thrush  and  AIDS 
should  be  empirically  treated  but  most  other 
patients  should  be  referred  to  endoscopy.  Con- 
sidering the  AIDS  epidemic,  any  patient  with- 
out known  immune  deficiency  who  is  diag- 
nosed with  infectious  esophagitis  should  be 
screened  for  an  immunodeficiency  disorder  □ 
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MILESTONES  IN  THE  HISTORY  OF  MENTAL 
RETARDATION 

FE  A.  CARDONA,  M.  D„  M.  P.  H.* 


The  history  of  mental  retardation  from  anti- 
quity down  to  the  present  era  evokes  the  eoun- 
tenanee  of  the  Roman  God  Janus,  who  is 
depieted  with  two  faees  - one  looking  baek- 
ward  and  the  other  looking  forward.  His  baek- 
ward  look  encompasses  centuries  of  callous 
indifference  suffered  by  individuals  with  men- 
tal retardation  who  were  regarded  with  aver- 
sion and  treated  with  impunity.  With  bated 
breath,  he  looks  forward  to  the  day  when 
society  at  large  will  eventually  give  full 
accord  to  the  inherent  dignity  of  the  mentally 
retarded  as  rightful  members  of  society. 

ANTIQUITY  (ANCIENT  TIMES  - FALL  OF 
ROMAN  EMPIRE,  476  A.  D.) 

During  the  ancient  times,  mental  illness  and 
mental  retardation  were  believed  to  be  the  result 
of  the  possession  of  the  victim  by  a supernatural 
being.  If  the  possessive  being  was  regarded  as 
beneficent,  the  person  possessed  was  wor- 
shiped; if  harbinger  of  evil,  he  was  scorned  and 
maltreated.  Exorcism  was  perfonned  on  the  lat- 
ter and  in  the  endeavor  of  the  priest  and  the 
medicine  man  to  drive  away  the  evil  spirit,  they 
sometimes  unintentionally  inflicted  serious 
injury  or  caused  the  death  of  the  victim. 

The  ancient  Egyptians  cherished  the  belief 
that  an  unsound  mind  was  due  to  the  ingress  of 
an  evil  spirit  into  the  body  of  the  possessed  and 
thus  treated  those  afflicted  with  this  condition 
on  this  basis.  The  ancient  Hebrews  opined  that  a 
mental  malady  was  the  result  of  a divine  visita- 
tion and  so  treated  the  mentally  ill  and  the  men- 
tally retarded  with  reverence.  The  Greeks  killed 
or  abandoned  children  as  soon  as  it  was  obvious 
that  they  were  mentally  reUu'ded.  This,  however, 
was  an  eugenic  measure  rather  than  cinelty  to 

*Address  correspondence  to  Dr.  Cardona  at  the  South 
Carolina  Department  of  Mental  Health.  ICF/MR.  Crafts- 
Farrow  Hospital,  7901  Farrow  Road,  Columbia,  SC 
29203. 


the  mentally  retarded.  The  Greek  physician, 
Hippocrates  (460-357  B.  C.),  renounced  the 
prevailing  concept  that  mental  retardation  was 
caused  by  a supernatural  being.  He  advocated 
that  it  was  a pail  of  a physical  ailment. 

Claudius  Galen  (131-201  B.  C.),  a Roman 
medical  theorist  and  practitioner,  not  only 
corroborated  Hippocrates’  idea  that  mental 
retardation  was  not  of  supernatural  origin  but 
also  expounded  it  as  the  result  of  “the  rarefac- 
tion and  diminution  in  quality  of  the  animal 
spirits  and  from  the  coldness  and  humidity  of 
the  brain.”'  The  Roman  medical  writer,  Aure- 
lius Cornelius  Celsus  (A.  D.,  first  century), 
taught  the  “fright  hypothesis.”  He  advocated 
the  use  of  corporal  punishment  for  the  men- 
tally ill,  mentally  retarded  and  epileptics. 

Towards  the  end  of  this  era,  supernatural 
belief  regarding  mental  retiu'dation  was  revived. 

MIDDLE  AGES  - DARK  AGES  OR 
EARLY  MIDDLE  AGES  AND  LATE 
MIDDLE  AGES  (476  A.  D.-1453  A.  D.) 

The  economy  of  many  countries  during  the 
early  Middle  Ages  relied  heavily  on  agricul- 
ture. To  meet  the  demands  of  manual  labor, 
untold  number  of  children  were  sold  into  slav- 
ery by  impoverished  families  or  by  those  who 
stole  or  picked  up  exposed  or  abandoned  chil- 
dren. Many  mentally  retarded  children  were 
disposed  of  in  this  manner.  The  misery  of 
some  of  these  children  was  assuaged  by  holy 
men  who  bought  them  for  the  church  to  work 
as  .serfs  in  ecclesiastical  estates. 

During  the  late  Middle  Ages,  there  was  a 
dearth  of  knowledge  but  a better  understand- 
ing of  mental  retardation.  The  traditions  of 
Hippocrates  and  Galen  endured  but  were 
pressed  onward  primarily  by  Arab  physicians, 
notably,  Abn  Ali  al  Husayn  ibn  Sina  (A.  D. 
980-1037),  better  known  as  Avicenna  and 
Maimonides  (A.  D.  1135-1204).  Avicenna 


June  1994 


285 


MHNTAl.  RI-:TARI)A'H()N 


wrote  llie  C'anon  of  Medicine  whicli  was  con- 
sidered the  most  compreliensive  body  of  med- 
ical knowledge  at  that  time.  In  this  text,  Avi- 
cenna del'ined  the  various  levels  of  intellectual 
I'unetioning  and  eontendeil  that  brain  injury 
could  alfect  both  memory  and  speech.  He  was 
not  a firm  advocate  of  the  humor  theory.  In 
contrast,  MainK)nides,  devoted  considerable 
attention  to  the  humor  theory  anti  related  it  to 
intellectual  functioning.  He  taught  that  the 
brain  of  the  phlegmatic  man  which  was  too 
humid  produced  mental  retardation. 

Religious  tenets  however,  interdicted  human 
research  which  was  detrimental  to  the  advance- 
ment of  medical  science.  The  belief  that  mental 
retardation  was  the  product  of  sin  and  the  devil 
also  emerged.  This  belief  persisted  during  the 
Renaissance  and  the  Reformation. 

RENAISSANCE  AND  REFORMATION 
( I4TH  - I6TH  CENTURY) 

During  the  Renaissance,  there  was  not  only  a 
humanistic  revival  of  classical  art,  literature  and 
learning  but  also  a revived  interest  in  the  human 
body.  Better  understanding  of  human  anatomy 
lead  to  the  development  of  surgery  which  result- 
ed in  improved  medical  care.  However,  super- 
stitious beliefs  regarding  mental  retardation  per- 
sisted. The  concept  of  demoniacal  possession 
lent  its  weight  to  this  dreaded  belief. 

In  the  15th  century,  two  Dominican  friars, 
Johann  Sprenger  and  Heinrich  Kramer  wrote  a 
book  entitled  Malleus  Maleficarum  (The 
Witches'  Hammer).  In  this  book,  it  was  eluci- 
dated how  witches  may  be  identified  for  exe- 
cution. Among  the  thousands  who  were 
burned  as  witches  during  the  inquisition  and 
throughout  the  15th  and  17th  centuries,  some 
must  have  been  mentally  retarded.  Their 
inability  to  conform  with  the  laws  and  values 
of  the  society  in  which  they  lived  resulted  in 
their  trial  for  witchcraft.  In  contrast  to  the 
Christians,  the  Moslems  treated  their  mentally 
retarded  altruistically  in  obeisance  to  the 
Koran's  decree  to  treat  the  “weak  of  under- 
standing” with  benevolence. 

During  the  Reformation,  the  authority  of  the 
Roman  Catholic  Church  diminished.  Many 


charitable  institutions  operated  by  the  church 
were  either  closed  or  taken  over  by  the  state. 
There  was  a growing  .sensitivity  on  the  part  of 
the  state  to  meet  the  needs  of  the  poor  and  the 
disadvantaged  including  the  mentally  retarded. 
Laws  were  passed  to  levy  a tax  for  their  care. 

SEVENTEENTH  TO  NINETEENTH 
CENIURY 

This  age  saw  many  signs  of  progress  particu- 
larly in  the  area  of  medicine.  As  a matter  of 
course,  there  was  a better  understanding  of  the 
nature  of  mental  retardation. 

Hermann  Boerhaave  ( 1668-1738),  at  the  Uni- 
versity of  Leyden  taught  his  students  compas- 
sion for  the  mentally  retarded.  Giovanni  Battista 
Morgagni  (1682-1771),  a pathologic  anatomist 
at  the  University  of  Padua,  delineated  the  clini- 
cal manifestations  of  mental  retardation. 

The  French  physician,  Philipe  Pinel 
(1745-1826),  ordered  the  chains  removed 
from  the  lunatics  and  the  feeble-minded.  It  was 
believed  then  that  these  hapless  victims  were 
sick  or  crippled  by  an  imperceptible  handicap. 

Toward  the  end  of  the  eighteenth  century,  a 
French  physician,  Jean  Marie  Gaspard  hard 
(1774-1838),  proved  through  experiments 
that  the  mentally  retarded  were  trainable. 

In  1837,  Jean  Etienne  Dominique  E.squirol 
( 1782-1840),  another  French  physician,  classi- 
fied mental  retardation  into  two  levels,  the 
imbecile  and  the  idiot.  He  clarified  the  degrees 
of  disparity  of  various  categories  of  intellectual 
functioning  under  these  two  levels. 

In  1848,  the  first  school  for  the  mentally 
retarded  was  founded  by  Samuel  Howe  ( 1801- 
1876)  in  Massachusetts  but  this  was  a private 
school  for  the  rich.  Poor  mentally  retarded 
children  were  kept  in  their  homes,  sent  to 
almshouses  or  treated  like  chattels.  In  1876, 
there  were  already  12  schools  for  the  mentally 
retarded  in  the  United  States.  The  superinten- 
dent of  these  schools  formed  an  organization 
which  was  known  as  the  Association  of  Medi- 
cal Officers  of  American  Institutions  for  Idiots 
and  Feeble-minded  Persons.  This  was  later 
changed  to  the  American  Association  for  the 
Study  of  Feeblemindedness  and  eventually  to 
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the  American  Association  on  Mental  Defi- 
ciency, which  still  exists  today. 

By  the  end  of  the  nineteenth  century  ( 1896), 
the  first  public  school  for  backward  children 
was  established  in  Providence,  Rhode  Island. 

Special  schools  for  the  mentally  retarded 
were  also  established  in  Europe.  This  move- 
ment started  in  Germany  in  1867.  Other  Euro- 
pean countries  followed;  Norway,  1874; 
Switzerland,  1888;  Prussia,  1892;  Austria, 
1895  and  England,  1898.  Erance  did  not  start 
its  first  special  class  until  1909. 

Tlie  concept  of  the  mathematical  evaluation  of 
intellectual  capacity  on  a percentage  settle  was  fll^t 
suggested  in  1890  by  James  McKeen  Cattell, 
(1860-1944),  a professor  of  psychology  at  tlie  Uni- 
versity of  Peniisylviuiia  but  did  not  puiMie  tlie  subject. 

TWENTIETH  CENTURY 

In  Europe,  various  scientists  pursued  their  areas 
of  interest  in  the  field  of  mental  retardation.  In 
1905,  Alfred  Binet  ( 1897-191 1 ) and  Theodore 
Simon,  who  were  both  Trench  psychologists, 
developed  the  Intelligence  Quotient  (I.  Q.)  Test. 
The  test  was  inteipreted  in  terms  of  three  levels 
of  mental  retardation;  idiocy,  imbecility,  and 
moronity.  In  1938,  one  of  the  first  genetic  stud- 
ies of  mental  retardation  was  published  by 
Lionel  Penrose  of  England.  One  thousand  two 
hundred  eight  mentally  retarded  individuals 
were  evaluated  along  with  the  members  of  their 
families.  Erom  this  study,  Penrose  concluded 
that  the  average  1.  Q.  of  both  parents  was  the 
most  useful  predictor  of  the  intelligence  of  their 
offsprings.  In  1960,  the  chromosomal  causes  of 
mental  retardation  came  into  light  through  the 
pioneering  work  of  Jerome  Lejeune  of  the  Uni- 
versity of  Paris  and  Joe  Hin  Tijo,  a Duteh- 
Indonesian  scientist  who  discovered  the  exact 
number  of  chromosomes  in  man. 

In  the  United  States,  the  beginning  of  the 
twentieth  century  marked  the  evolution  of  sen- 
sitivity towards  the  plight  of  the  mentally 
retarded.  In  1912,  the  Children's  Bureau  was 
established  to  “investigate  and  report  upon  all 
matters  pertaining  to  the  welfare  of  children. 
This  led  to  a particular  interest  in  the  study  of 
mentally  and  physically  disabled  children. 


It  was  in  the  United  States  that  the  I.  Q.  tests 
were  highly  developed.  Henry  Herbert  God- 
dard (1866-1957),  a teacher  from  Maine, 
developed  the  tests  for  use  with  American  mil- 
itary forces  during  World  I.  He  is  also  known 
for  his  work  on  the  Kallikaks  from  which  he 
tried  to  prove  that  feeble-mindedness  is  heredi- 
tary. Lewis  Madison  Terman  (1877-1956),  a 
psychologist  from  Indiana,  devised  the  Stan- 
ford revision  of  the  Binet.  Using  the  1.  Q.  tests, 
he  provided  a new  classification  of  intelligence 
in  1916  that  is  still  cited. 

Subsequent  decades  of  the  century  intro- 
duced fundamental  changes  which  had  a 
tremendous  impact  to  mentally  retarded  citi- 
zens - expanded  recognition  of  human  and 
civil  rights  and  increased  federal  funding  of 
human  services  and  programs. 

In  1950,  the  National  Association  for 
Retarded  Citizens  was  organized  by  parents  of 
the  mentally  retarded.  They  rallied  for 
improved  services  in  vocational  rehabilitation 
and  institutional  and  public  school  programs, 
financial  support  for  research  and  training  of 
mental  retardation  specialists. 

On  January  20,  1961,  John  E.  Kennedy 
became  the  35th  president  of  the  United 
States.  He  established  the  President's  Panel  on 
Mental  Retardation  which  was  given  the 
charge  to  search  for  solutions  to  the  problems 
of  the  mentally  retarded.  The  Kennedy  years 
are  considered  the  golden  age  of  mental  retar- 
dation in  the  United  States.  President  Lyndon 
B.  Johnson  carried  on  the  work  of  President 
Kennedy.  He  formed  the  Committee  on  Men- 
tal Retardation  which  carried  out  the  recom- 
mendations of  the  Panel. 

In  January  1970,  amniocentesis  was  first 
developed  at  the  John  Hopkins  University. 
This  led  to  the  early  prenatal  diagnosis  of 
some  chromosomal  disorders  and  inborn 
errors  of  metabolism  which  cause  mental 
retardation.  In  the  same  year,  university  affili- 
ated facilities  were  established  in  accordance 
with  the  provision  of  Title  V of  the  Social 
Security  Act.  The  interdisciplinary  team  con- 
cept was  carried  out  in  this  setting. 

In  1971,  institutions  for  mentally  retarded 
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individuals  were  iiidudcd  under  the  amendinenl 
to  d'itle  XIX  ol  the  Soeial  .Seeurity  Aet.  Under 
this  amendment,  the  Aeereditation  Couneil  for 
Services  for  Mentally  Retarded  and  Develop- 
mentally  Disabled  Persons  was  established.  Not 
only  standards  were  developed  for  these  ser- 
vices but  the  federal  government  provided 
fmaneial  support  for  their  implementation. 

In  1 975,  Public  Law  (PL)  94- 1 42,  the  Eduea- 
tion  for  all  Handicapped  Children's  Aet,  was 
enacted.  It  provides  free  appropriate  education 
and  related  services  to  handicapped  children 
three  years  of  age  and  those  below  22. 

By  1 980,  the  federal  government  was  spend- 
ing an  estimated  four  billion  dollars  annually 
on  mental  retardation. 

At  the  international  level,  the  Assembly  of 
the  International  League  of  Society  for  the 
Mentally  Handicapped  promulgated  the  Decla- 
ration of  the  General  and  Special  Rights  of  the 
Mentally  Retarded  on  October  24,  1 968.  This 
was  adopted  by  the  United  Nations  General 
Assembly  in  1 97 1.  Two  basic  principles  came 
out  of  this  declaration  - the  developmental 
model  and  the  normalization  principle.  First,  in 
the  developmental  model,  every  mentally 
retarded  individual  has  the  potential  for 
growth,  learning  and  development  no  matter 
how  severely  impaired  he  might  be.  Second,  in 
the  normalization  principle,  every  retarded 
individual  should  be  helped  to  live  as  normal 
as  possible  in  a manner  analogous  to  the  norms 
and  patterns  of  the  mainstream  of  society. 

In  conclusion,  it  took  centuries  for  individu- 
als with  mental  retardation  to  gain  their  recogni- 
tion as  rightful  members  of  society.  This  is  the 
denouement  of  society’s  sensitivity  to  their 
plight  which  is  ascribed  to  a body  of  knowledge 
gained  from  every  field  of  human  endeavor. 

SUMMARY 

This  article  is  an  overview  of  notable  events  in 
the  history  of  mental  retardation  covering  vari- 
ous epoch  - Antiquity,  Dark  and  Middle  Ages, 
Renaissance,  Reformation  and  the  ensuing 
centuries  to  the  present  era.  Society's  attitude 
toward  mental  retardation  is  based  on  its 
needs,  expectancies  and  social  consciousness 


which  frequently  change.  'Hie  plight  of  indi- 
viduals with  mental  retardation  had  its  nadir 
and  acme;  from  abject  treatment  less  than 
humane  to  recognition  as  rightful  members  of 
society.  Nevertheless,  there  are  still  practices 
that  restrict  integration  of  the  mentally  retarded 
into  the  mainstream  of  society.  Hopefully, 
these  barriers  will  be  broken  down.  This,  how- 
ever, will  be  contingent  upon  society’s  defer- 
ence towards  the  inherent  dignity  of  all  men.  H 
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JULY 


j July  1994-June  1995 

'Allergy  & Immunology  Correspondence  Course 
IsPONSOR:  Medical  College  of  Georgia 
CONTACT:  Katrinka  Akeson,  (800)  221-6437  or 
(706) 721-3967 

CME  CREDITS:  18  Hours,  AMA  Category  1 


Monday- Wednesday  July  11-13, 1994 

Sea  Island,  GA 

14th  Annual  Clinical  Obstetrics 
SPONSOR:  Medical  College  of  Georgia 
CONTACT: Katrinka  Akeson,  (800)  221-6437  or 
(706)  721-3967 

CME  CREDITS:  16  Hours,  AMA  Category  1 
16  Cognates  by  ACOG 


Friday  June  30-July  1, 1994 

Asheville,  NC,  Radisson  Hotel 
Family  Focus:  Violence  Across  the  Lifespan 
SPONSOR:  The  Center  for  Child  and  Family  Studies, 
University  of  South  Carolina 
CONTACT:  Nolley  Sanchelli,  (803)  777-9408 
FACULTY:  Richard  Gelles,  PhD  and  Sarah  M.  Buel,  JD 


Monday-Saturday  July  4-9, 1994 

Myrtle  Beach,  SC,  Radisson  Resort 
Mid-Summer  Family  Practice  Digest 
SPONSOR:  North  Carolina  Chapter  American  Academy 
of  Family  Physicians 

CONTACT:  Rodey  Webb,  (919)  781-6467 
CME  CREDITS:  36  A AFP  Prescribed  Hours 


Wednesday-Saturday  July  13-16, 1994 

Hilton  Head  Island,  SC,  Sea  Pines  Resort 
Internal  Medicine  Update 
SPONSOR:  Lloyd  Noland  Hospital 
CONTACT:  George  Converse,  MD,  (205)  783-5276 
CME  CREDITS:  17.5  A AFP  Prescribed  Hours 


Thursday-Saturday  July  14-16, 1994 

Sea  Island,  GA 
Update  in  Gynecology 
SPONSOR:  Medical  College  of  Georgia 
CONTACT:  Katrinka  Akeson,  (800)  221-6437  or 
(706) 721-3967 

CME  CREDITS:  16  Hours,  AMA  Category  1 
16  Cognates  by  ACOG 


Friday-Sunday  July  8-10, 1994 

Kiawah  Island,  SC,  Kiawah  Island  Resort 
What's  Hot  in  Primary  Care 
SPONSOR:  Southern  Medical  Association 
CONTACT:  MicheUe  WiUiamson,  (800)  423-4992 
CME  CREDITS:  16.75  AAFP  Prescribed  Hours 


Monday- Wednesday  July  18-20, 1994 

St.  Simons  Island,  GA 
16th  Annual  Pediatric  Update 
SPONSOR:  Medical  College  of  Georgia 
CONTACT:Katrinka  Akeson,  (800)  221-6437  or 
(706)  721-3967 

CME  CREDITS:  14  Hours,  AMA  Category  1 


AUGUST 


Wednesday  July  20, 1994 

All  hospitals  and  health  care  institutions  receiving 
Health  Communications  Network  broadcasts. 
Cataracts  & Intraocular  Lenses  - A Videoconference 
SPONSOR:  Medical  University  of  South  Carolina 
DESCRIPTION:  A live  videoconference  originating  from 
the  Medical  University  of  SC  with  presenters  from  the 
College  of  Medicine  and  offering  an  opportunity  for  state 
physicians  to  call  in  their  questions. 

TYPE  OF  AUDIENCE:  South  Carolina  physicians 
CONTACT:  Odessa  Ussery,  (803)  792-4071 
PROGRAM  FEE:  None 

FACULTY:  Dr.  David  J.  Apple,  Professor  and  Chairman 
of  Ophthalmology,  and  Dr.  Alan  N.  Carlson,  Associate 
Professor  of  Ophthalmology 
CME  (CREDITS:  1 Hour,  AMA  Category  1 


Friday  July  22, 1994 

Columbia,  SC,  Alexander  G.  Donald  Auditorium, 
William  S.  Hall  Psychiatric  Institute 
Overcoming  the  Stigma  of  Mental  Illness 
SPONSOR:  William  S.  Hall  Psychiatric  Institute 
DESCRIPTION:  This  program  will  explore  ways  to  cope 
with  mental  illness  and  its  stigma  by  patients,  their  fam- 
ilies, consumer/support  groups,  and  mental  health  pro- 
fessionals. 

TYPE  OF  AUDIENCE:  Psychiatrists,  other  physicians 
and  mental  health  professionals 
CONTACT:  Cheryle  Reed,  (803)  734-4902 
PROGRAM  FEE:  $25  (includes  lunch) 

FACULTY:  Lavem  Bonner,  Fred  Frese,  PhD,  David  Get- 
tys,  Eleanor  Griffin,  Delores  Macey,  PhD,  Rebecca 
Miles,  Peter  McKenna,  Stephen  McLeod-Bryant,  MD,  and 
Thomas  Summers,  D.  Min. 

CME  CREDITS:  5 Hours,  AMA  Category  1 
.5  Hours,  CEU 


Thursday-Saturday  July  28-30, 1994 

N.  Myrtle  Beach,  SC,  Beach  Cove  Resort 
5th  Annual  Family  Practice  Weekend 
SPONSOR:  South  Carolina  Chapter  American  Academy 
of  Family  Physicians 
CONTACT:  Carol  Hall,  (803)  948-7237 
CME  CREDITS:  12  AAFP  Prescribed  Hours 


Thursday-Sunday  Augu.st  4-7, 1994 

Myrtle  Beach,  SC,  Litchfield  Resort 
Primary  Care  1994  - Litchfield 
SPONSOR:  Continuing  Education  Company 
CONTACT:  Nan  Major,  (800)  327-4502 
CME  CREDITS:  16  AAFP  Prescribed  Hours 


Saturday  August  6, 1994 

Atlanta,  GA,  Scottish  Rite  Childrens  Medical  Center 
Pediatric  Skin  Disorders,  iMcerations,  lesions,  and 
other  Deformities 

SPONSOR:  Plastic  Surgery  Section,  Scottish  Rite  Chil- 
drens Medical  Center 
CONTACT:  Jane  Danish,  (404)  250-2937 
PROGRAM  FEE:  $60 

CME  CREDITS:  3.6  Hours,  AMA  Category  1 


Thursday-Saturday  August  11-13, 1994 

Sea  Island,  GA 

Neurology  for  the  Non-Neurologists 
SPONSOR:  Medical  College  of  Georgia 
CONTACT:  Katrinka  Akeson,  (800)  221-6437  or 
(706) 721-3967 

CME  CREDITS:  15  Hours,  AMA  Category  1 


Thursday-Sunday  August  11-14, 1994 

Hilton  Head  Island,  SC,  Hilton  Resort 
Pediatric  Potpourri:  Topics  in  General  Pediatrics 
SPONSOR:  South  Carolina  Chapter,  American  Academy 
of  Pediatrics 

CONTACT:  Debbie  Shealy,  (803)  798-6207,  ext.  223 
FACULTY:  Raymond  V.  Caputo,  MD,  Atlanta,  GA; 
Albert  M.  CoUier,  MD,  University  of  North  Carolina 
School  of  Medicine,  Chapel  Hill,  North  Carohna;  Bar- 
ton D.  Schmitt,  MD,  The  Childrens  Hospital,  Denver, 
Colorado 

CME  CREDITS:  TB  A 


1 

I 

(I  Sunday-Saturday  August  14-19, 1994 

j Sea  Island,  GA 

1 16th  Annual  Critical  Care  Medicine 
\ SPONSOR:  Medical  College  of  Georgia 
CONTACT:  Katrinka  Akeson,  (800)  221-6437  or 
I (706)721-3967 

CME  CREDITS:  22  Hours,  AMA  Category  1 

Wednesday  August  17, 1994 

All  hospitals  and  health  care  institutions  receiving 
Health  Communications  Network  broadcasts. 
Approach  to  Venom  Disease  - A Videoconference 
SPONSOR:  Medical  University  of  South  Carolina 
DESCRIPTION:  A live  videoconference  originating  from 
the  Medical  University  of  SC  with  presenters  from  the 
College  of  Medicine  and  offering  an  opportunity  for  state 
physicians  to  call  in  their  questions. 

TYPE  OF  AUDIENCE:  South  Carolina  physicians 
CONTACT:  Odessa  Ussery,  (803)  792-4071 
PROGRAM  FEE:  None 

FACULTY:  Dr.  Jacob  G.  Robison,  Associate  Professor  of 
Surgery,  and  Dr.  Thomas  E.  Brothers,  Assistant  Profes- 
sor of  Surgery 

CME  CREDITS:  1 Hour,  AMA  Category  1 
SEPTEMBER 


Friday-Sunday  September  9-11, 1994 

Hilton  Head,  SC,  Hyatt  Regency  Hotel 
Overcoming  the  Stigma  of  Mental  Illness 
SPONSOR:  William  S.  Hall  Psychiatric  Institute,  Dept, 
of  Neuropsychiatry  and  Behavioral  Science  - USC 
School  of  Medicine,  and  Dept,  of  Mental  Health 
DESCRIPTION:  Topics  to  be  covered  include  psychiatry 
and  the  evolving  health  care  delivery  system,  treatment 
of  anxiety  disorders,  diagnosis  and  treatment  of  post- 
traumatic  stress  disorder,  child  psychiatry,  and  the  treat- 
ment of  the  chronic  mentally  ill  in  early  and  later  life. 
TYPE  OF  AUDIENCE:  Psychiatrists,  other  physicians 
CONTACT:  Gerry  O.  Herron,  (803)  434-4250 
PROGRAM  FEE:  $275,  $150  for  members  of  SCPA  and 
residents  in  training. 

FACULTY:  James  Shore,  MD,  and  Steven  Dubovsky, 
MD,  University  of  Colorado;  David  Kinzie,  MD , Ore- 
L gon  Health  Sciences  University;  Burton  Reifer,  MD, 
Bowman  Gray;  Alberto  Santos,  MD,  MUSC;  Charles 
Goldman,  MD,  USCSM 
CME  CREDITS:  8 Hours,  AMA  Category  1 


Wednesday  September  9-11, 1994 

Asheville,  NC,  The  Grove  Park  Inn 

SPONSOR:  South  Carolina  Society  of  Pathologists 
CONTACT:  Debbie  Shealy,  (803)  798-6207,  ext.  223 
CME  CREDITS:  TBA 


Wednesday  September  21, 1994 

All  hospitals  and  health  care  institutions  receiving 
Health  Communications  Network  broadcasts. 
Management  of  Epilepsy  - A Videoconference 
SPONSOR:  Medical  University  of  South  Carolina 
DESCRIPTION:  A live  videoconference  originating  from 
the  Medical  University  of  SC  with  presenters  from  the 
College  of  Medicine  and  offering  an  opportunity  for  state 
physicians  to  call  in  their  questions. 

TYPE  OF  AUDIENCE:  South  Carolina  physicians 
CONTACT:  Odessa  Ussery,  (803)  792-4071 
PROGRAM  FEE:  None 

FACULTY:  Dr.  Harvinder  Kohli,  Qinical  Instructor  of 
Neurology,  and  Dr.  Timothy  D.  Carter,  Assistant  Profes- 
sor of  Neurology 

CME  CREDITS:  1 Hour,  AMA  Category  1 

Monday-Friday  September  26-30, 1994 

Charleston,  SC,  Sheraton  Inn 
3rd  Annual  Intensive  Review  in  Emergency  Medicine 
SPONSOR:  Medical  University  of  South  Carolina 
DESCRIPTION:  This  course  is  an  intensive  review  of  the 
core  content  of  emergency  medicine  as  defined  by  the 
American  College  of  Emergency  Physicians  and  the 
American  Board  of  Emergency  Medicine. 

TYPE  OF  AUDIENCE:  Emergency  physicians,  family 
physicians  and  internists 
CONTACT:  Odessa  Ussery,  (803)  792-4071 
PROGRAM  FEE:  $625  physicians  in  practice,  $300 
physicians  in  training 

FACULTY:  Guest  faculty  and  MUSC  faculty 
CME  CREDITS:  42  Hours,  AMA  Category  1 


Wednesday-Friday  September  28-30, 1994 

Augusta,  GA 

18th  Annual  Neonatology  - The  Sick  Newborn 
SPONSOR:  Medical  College  of  Georgia 
CONTACT:  Katrinka  Akeson,  (800)  221-6437  or 
(706)  721-3967 

CME  CREDITS:  16  Hours,  AMA  Category  1 


CONTINUING  MEDICAL  EDUCATION  COMMITTEE 


CHAIRMAN — blames  L.  Haynes,  M,  D,,  2 Richland  Medical  Park,  Suite  402,  Columbia  29203 
Stoney  A.  Abercrombie,  M.  D.,  150  Academy  Avenue,  Greenwood  29646 
Marion  C.  Anderson,  M.  D.,  MUSC,  Charleston  29425 
Charles  Michael  Collins,  M.  D.,  204  E.  Cheves  Street,  Florence  29506 
Sami  B.  Elhassani,  M.  D.,  751  N.  Church  Street,  Spartanburg  29303 
David  H.  Lamb,  M.  D„  169-C  Medical  Circle,  W.  Columbia  29169 
William  Mills,  M.  D.,  1400  Hwy.  44,  Conway  29526 
Donald  W,  Morgan,  M.  D.,  Hall  Psychiatric  Institute,  Columbia  29202 
Terry  A.  Payton,  M.  D.,  332  Emory  Lane,  Columbia  29212 
Lucius  C.  Pressley,  Jr.,  M.  D.,  P.  O.  Box  202,  Columbia  29202 
Donald  Saunders,  M.  D.,  USC  School  of  Medicine,  Clinical  Education  Building, 

Suite  100,  Columbia  29208 

William  M.  Simpson,  Jr.,  M.  D.,  Department  of  Family  Medicine,  MUSC, 

171  Ashley  Ave.,  Charleston  29425 

Spence  Taylor,  M.  D.,  Department  of  Medical  Education,  Greenville  Hospital  System, 

701  Grove  Road,  Greenville  29605 
SPEAKER— Roger  Gaddy,  M.  D.,  P.  O.  Box  29,  Winnsboro  29488 


Tem  DOrarv  ^ patient  needs  continued 

nproec  discharge,  doctors 

count  on  INTERIM  HEALTH- 
CAREservices.  As  one  of  the  nation’s  oldest  and 
largest  providers  of  qualified  specialists, 
INTERIM  HEALTHCARE , 
services  represent  a complete 
range  of  professional  nursing 
and  technical  disciplines.  Erom 
home  care  to  long-  and  short- 


Int ^im 

Healthcare, 


term  office  staffing,  we  offer  the  total  flexi- 
bility to  satisfy  every  level  of  care.  JCAHO 
accreditation  and  an  extensive  qualifications 
and  screening  process  reflect  our  commitment 
to  stringent  standards.  When  your  patients 

are  counting  on  you,  count  on 
the  INTERIM  HEALTHCARE  ,, 
team  to  make  house  calls. 


Formerly  Medical  Personnel  Pool® 


JCAHO  Accredited 


Anderson  803-225-2007  • Charleston  803-722-3005  • N.  Charleston  803-797-2942  • Greenville  803-233-1644 
Myrtle  Beach  803-236-7506  • Rock  Hill  803-324-4166  • Spartanburg  803-582-3010 


CHANGE  THE  PACE 
OE  YOUR  PRACTICE 


Looking  for  a change  of  pace?  Rx  - the  Naval  Reserve  requires  only  a few  hours  a month  at 
your  convenience,  plus  two  weeks  of  specialized  duty  each  year. 

Combine  three  careers  into  one  - civilian  physician,  Navy  physician,  and  Naval  Reserve  officer. 
Experience  a variety  of  duties.  Exciting  assignments.  Excellent  benefits. 

You’ll  enjoy  the  status  and  prestige  of  being  a Naval  Reserve  officer  while  working  in  a practice 
that  will  help  you  keep  up  with  the  medical  technology  of  tomorrow. 

Call  today:  1-800-443-6419 


NAVAL  RESERVE 

You  and  IIk  Na^al  Re!«rve.  Full  speed  ahead. 

"Despite  what  you  may  have  heard  about  the  military  getting  smaller,  the  Naval  Reserve  still  has  many  jobs  for  healthcare 

professionals." 


Free  Advice 


It  seems  like  ever\-body  Is  giving  it.  Have  you  ever 
wondered  what  all  that  “free”  advice  you’ve  been 
getting  is  really  costing  you.^  The  fact  is,  everybody 
pays  for  financial  advice.  You  pay  in  commissions  and  sales  fees.  You  pay  in  missed  opportunities  when  you 
lack  a comprehensive  strategy. 

.Maybe  it’s  time  to  consider  the  alternative.  A fee  only  financial  planner  operates  outside  the  traditional 
sales  oriented  approach  to  financial  services  by  providing  advice  that  is  highly  personalized  and  unbiased. 
No  commissions.  No  contlicts.  An  objective,  second  opinion  to  give  you  peace  of  mind, 

To  find  out  more  about  how  you 
might  benefit  from  such  a process, 
call  (803)  686-4909  ttxlay  for  a free 
brochure. 


AnneMBowen,gfp 

FEE  (a  N L Y F I N .A  N C I A L A D I S O R 


Certified  FiNANCi.iL  Planner  •Registered  Investment  Advisor 


19  Pope  Avenue  Executive  Par1(  • Hilton  Head  Island,  South  Carolina  29928  • 803-686-4909 
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WHITHER  ACADEMIC  HEALTH  CENTERS? 


Ten  years  ago.  Dr.  Allen  H.  Johnson  of  the 
Medical  University  of  South  Carolina  gave  us 
an  editorial  on  “The  Quandary  of  Teaching 
Hospitals.”  RelJecting  on  the  challenge  then 
posed  by  per-case  prospective  payment  and 
by  a recommendation  that  Medicare  no 
longer  underwrite  medical  education,  he  con- 
cluded that 

teaching  hospitals,  particularly  those  associ- 
ated with  medical  schools,  face  a number  of 
problems;  the  solutions  seem  obscure. . .the 
challenge  in  this  transition  is  to  develop  and 
support  planning  which  will  nurture  and 
preserve  excellence  in  health  and  medical 
education.' 

Recently,  Dr.  Johnson  reread  his  editorial 
and  suggested  that  I write  one  on  the  new 
challenge  to  teaching  hospitals:  health  care 
reform  and  managed  competition.  The  fol- 
lowing thoughts  are  meant  to  be  generic:  no 
particular  hospital  or  locality  in  mind.  And, 
as  always,  letters-to-the-editor  are  welcomed 
and  encouraged. 

It  is  trendy  nowadays  to  speak  of  “academic 
health  centers”  rather  than  “teaching  hospi- 
tals.” What  exactly  is  an  academic  health  cen- 
ter? A cuiTent  technical  definition  is  “an  allo- 
pathic or  osteopathic  medical  school,  one  or 
more  affiliated  teaching  hospitals,  and.  usual- 
ly, one  or  more  other  health  professions 
schools  or  programs.”  By  this  definition. 
South  Carolina  would  have  two  academic 
health  centers  (MUSC  in  Charleston  and  USC 
in  Columbia).  A stricter  definition  includes 
only  those  schools  with  their  own  tertiary 
care  hospitals,  in  which  case  South  Carolina 
has  but  one  (MUSC).  A looser  definition 
includes  all  hospitals  with  residency  pro- 
grams, in  which  case  South  Carolina  has  at 
least  seven.  But  by  any  of  these  definitions, 
one  can  generalize  that  academic  health  een- 


ters  “own”  the  current  problem  (survival  in 
the  age  of  managed  competitic)n)  to  the  extent 
that  they  depend  upon  practice  revenues  for 
operation. 

The  bottom  line  is  the  perception  that  aca- 
demic health  centers  will  be  forced  to  com- 
pete (if  they  are  not  already  competing)  with 
everyone  else  for  managed  care  contracts. 
Some  form  of  universal  entitlement  to  health 
care  services  seems  inevitable,  and  in  such  a 
system  efficiency  will  be  mandated.  It  is 
widely  perceived  that  our  country’s  major 
academic  health  centers  cannot  survive  in  this 
environment  without  some  kind  of  special 
recognition  and  compensation.  There  is  little 
or  no  evidence  that  insurance  companies  are 
sympathetic  to  the  reality  that  clinical  prac- 
tice is  less  efficient  at  academic  centers.  Still, 
as  two  reviewers  recently  put  it,  “In  times  of 
fundamental  social  change,  institutions  face 
both  mortal  threats  and  unparalleled  opportu- 
nities.”- The  integrity  of  the  medical  profes- 
sion— our  sense  of  unity,  our  collective  sense 
of  self-esteem  as  professionals — hinges  in 
part  upon  how  this  scenario  plays  out. 

To  some  extent,  the  problem  for  academic 
health  centers  is  that  they  have  been  entirely 
too  successful.  A century  ago,  full-time  clini- 
cal faculty  were  virtually  unheard-of  in  the 
United  States.  The  growth  of  full-time  facul- 
ties was  promoted  by  the  Rockefeller  Foun- 
dation, institutionalized  by  the  Flexner 
Report,  and  accelerated  by  the  National  Insti- 
tutes of  Health.  After  World  War  II,  full-time 
faculties  grew  almost  exponentially.  What 
was  formerly  charity  care  became  profitable 
for  academic  health  centers  under  Medicare 
and  Medicaid,  whose  provisions  recognized 
the  additional  costs  incurred  in  teaching  set- 
tings. Put  simply,  today’s  quandary  for  aca- 
demic health  centers  was  brought  about  by  a 
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truism  of  American  lile:  government  giveth. 
and  government  taketh  away. 

One  opinion  holds  tliat  aeademie  liealth  cen- 
ters will  not  survive  unless  the  public  sector 
lends  financial  support  to  their  missions.  Haeh 
third  party  payer  might  be  required  to  con- 
tribute to  an  “all  payer  pool  of  funds.'’  By  the 
year  2()()(),  it  is  estimated  that  1.5  billion  dol- 
lars would  be  rec|uired  to  maintain  the  infras- 
trueture  of  America's  medical  schools;  7.3  bil- 
lion dollars  for  direct  medical  education  costs; 
and  13  billion  dollars  for  indirect  medical  edu- 
cation costs.  What  should  the  public  expect  in 
turn?  Here  are  some  partial  answers: 

• Greater  accountability  of  academic  health 
centers  to  their  eonstituencies. 

• Emphasis  on  networks  rather  than  fief- 
doms,  which  may  require  responsible 
downsizing. 

• Research  in  the  relevant  areas  of  health 
care  provision;  cost,  access,  and  quality. 

• Supportive  and  reciprocal  relationships 
between  academic  health  care  centers  and 
private  practitioners. 

The  last  of  these  desiderata  deserves  further 
comment. 

An  issue-of-the-day  (again.  I speak  generi- 
cally)  concerns  the  relationship  of  “public” 
and  “private”  medicine.  As  it  evolved  in  the 
United  States,  “public”  medicine  associated 
with  training  programs  became  synonymous 
with  academic  health  centers.  Typically,  such 
centers  have  provided  primary  and  secondary 
medical  care  for  the  indigent  poor  and  tertiary 
care  by  referral  from  private  practitioners. 
This  is  changing.  Thousands  of  former 
trainees — now  specialists,  subspccialists,  and 
SLib-SLibspecialists — ply  their  mentors’  trades 
in  private  hospitals  thereby  reducing  refen'als 
to  academic  health  centers.  Universal  access 
to  health  insurance  empowers  the  indigent 
poor  to  seek  health  care  from  the  private  sec- 
tor. Competition  from  the  private  sector  has 
already  eroded  the  patient  base  of  some  aca- 
demic health  centers  on  the  west  coast.  The 
directions  of  health  care  reform  will  profound- 
ly affect  the  relationship  between  academic 


physicians  and  physicians  in  private  practice. 
And,  as  Dr.  Johnson  wrote  a decade  ago.  “the 
solutions  seem  obscure.” 

What  can,  or  should  be  done? 

b'irst,  some  kind  of  allowance  should  be 
made  for  academic  health  centers  under  any 
program  of  health  care  reform  that  emanates 
from  Washington.  Quality  medical  education 
and  research  requires  subsidization.  .Most 
academic  health  centers  probably  need  to 
downsize  in  at  least  some  areas,  but  few 
deserve  to  die  on  the  vine. 

.Second,  the  public  is  entitled  to  account- 
ability. Academic  health  centers  should  be 
willing  to  commit  to  new  paradigms.^  They 
should  spearhead  efforts  to  develop  practice 
guidelines;  to  streamline  procedures  and  tech- 
nologies; to  conduct  research  on  cost-effec- 
tiveness and  quality;  to  promote  relevant  con- 
tinuing education  geared  to  real-life  situa- 
tions; and  to  lead  Americans  in  debate  con- 
cerning the  limits  we  are  willing  to  accept 
and/or  impose  upon  health  care  delivery. 

Third,  new  models  of  medical  education 
should  be  vigorously  pursued.  We  should 
reconsider  the  merits  of  having  “the  town 
wear  the  gown.”  as  was  formerly  the  case. 
Academic  health  centers  burgeoned  in  an  era 
in  which  it  was  possible  for  individuals  to 
excel  in  teaching,  in  patient  care,  and  in  basic 
research.  Today,  the  “triple  threat”  physician- 
researcher-educator  is  a vanishing  breed. 
Mechanisms  should  be  explored  whereby 
practicing  physicians  are  adequately  trained 
and  adequately  rewarded  for  teaching  medi- 
cal students  and  residents. 

Finally,  we  should  continue  to  emphasize 
that  we  are — in  the  last  analysis — one  profes- 
sion, committed  to  high  standards  in  the  pub- 
lic interest.  We  are  bracing  for  a brave  new 
world  fraught  with  the  potential  for  increas- 
ing divisiveness.  The  best  safeguard  against 
this  happening  is  to  be  willing  to  talk  to  one 
another,  and  to  encourage  involvement,  par- 
ticipation. and  dialogue  in  our  relevant  medi- 
cal organizations. 

— CSB 
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3.  Barondess  JA:  The  academic  health  center  and  the 
public  agenda:  whose  three  legged  stool?  Ann 
Intern  Med  1 15:  %2-%7.  1991. 
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50  YEARS  AGO 

1944;  D-day  assault  on  Normandy  estab- 
lishes a beachhead.  German  generals'  plot  on 
Hitler’s  life  fails.  Paris  liberated.  MacArthiir 
returns  to  Philippines.  Glenn  Miller  lost  in 
night.  "Going  my  Way"  sweeps  the  Academy 
Awards.  FDR  reelected.  “Don’t  Fence  Me  In" 
tops  popular  music  charts.  In  medicine.  Sister 
Kenny’s  methods  of  treatment  of  polio 
patients  creates  debate.  Rival  manufacturers 
of  penicillin  agree  to  cooperate  in  order  to 
increase  production. 

In  South  Carolina,  the  state’s  quota  for 
physicians  for  the  armed  forces  is  “oversub- 
scribed.” The  Medical  College  of  the  State  of 
South  Carolina  is  still  on  the  accelerated  war- 
time program.  In  September,  47  men  and  one 
woman  graduate. 

The  1944  Journal  contains  letters  to  the 
Editor  from  South  Carolina  servicemen  from 
the  South  Pacific,  “somewhere  in  England," 
and  “one  of  the  larger  Mediterranean 
Islands,”  telling  of  their  experiences.  Most  of 


the  comments  are  positive:  supplies  are  good, 
morale  is  high,  etc.  The  hottest  issue  on  the 
home  front  seems  to  be  the  Wagner  Bill 
which  would  establish  “centralized  medical 
service  based  on  compulsory  health  insurance 
with  its  dangers  of  exorbitant  expenses, 
bureaucratic  rule,  and  decreased  medical  effi- 
ciency.” South  Carolina  physicians  are  urged 
in  an  editorial  to  take  advantage  of  their 
opportunity  to  advise  and  lead.  “But  with  the 
opportunity  comes  a big  responsibility.  If  the 
physician  of  today  does  not  assume  this  place 
of  adviser  and  leader... and  help  to  solve  the 
problems  of  medical  care  which  confront  the 
nation  today,  he  has  only  himself  to  blame  for 
what  takes  place  in  the  field  of  medicine 
tomorrow.” 

Deja  VII  all  over  again?? 

Betty  Newsom 

The  Waring  Historical  Library 
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Alliance  Vage 

SCMAA  - SCIMER  SCHOLARSHIPS  1993-1994 

On  May  1.  1994.  the  .SCMA  Alliance  and  SCIMER  Scholarship  Comniiilee  had  the  pleasure  of 
presenting  14  SI. 200  scholarships  to  students  from  the  Medical  University  of  South  Carolina 
(MUSC)  and  the  Uni\ersity  of  South  Carolina  School  of  .Medicine  (USCS.M). 

The  recipients  are  chosen  by  an  interview  process  conducted  by  the  Scholarship  Committee  in 
both  Columbia  and  Charleston,  and  are  determined  by  need,  academics,  extracurricular  involve- 
ment and  interpersonal  skills.  This  proves  to  be  a somewhat  difficult  task  in  that  each  and  every 
student  interviewed  was  outstanding  and  deser\  ing. 

Those  MUSC  students  presented  scholarships  were: 

Kimberly  Moore  - 1st  year  from  Charleston 
William  D.  Martin  - 2nd  year  from  Charleston 
Christopher  Ratchford  - 2nd  year  from  Seneca 
Tricia  Etheridge  - 3rd  year  from  Ridgeland 
Jodie  E.  Player  - 3rd  year  from  Johnsom  ille 
Richard  "Taylor"  Williams  - 3rd  year  from  Green\  ille 
Samuel  "Jay"  Montgomer\  - 4th  year  from  Chappells 

Those  USCSM  students  were: 

Paul  Espinoza  - 2nd  year  from  Johns  Island 
Dwayne  Jenkins  - 2nd  year  from  Irmo 
Robert  Eigueroa  - 3rd  year  from  Blythewood 
Michael  Ribademerya  - 3rd  year  from  Jacksonville.  Elorida 
Paul  Atchison  - 4th  year  from  Columbia 
Pattie  Kirby  - 4th  year  from  Honea  Path 
Rhonda  Todd  - 4th  year  from  Laurens 

Other  scholarships  given  were: 

Guy  Horton.  USCSM.  by  the  Cardiology  Consultants  of  Spartanburg  - SI. 000 
Anthony  J.  Viera.  MUSC.  The  Henry  J.  Stuckey.  MD.  Memorial  Scholarship  - S2.500 
Paul  M.  Richardson.  MUSC.  by  the  Conway  Hospital  Medical  Staff  - SI. 000 

No  papers  were  submitted  for  the  SCIMER  Essay  Scholarship  Award. 

Mrs.  Rufus  Cain  (Elise) 

SCMAA  Scholarship  Chairman 
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Matters  of  Interest 
to  South  Carolina 
Physicians. 


Thornton  & Thome  give  the  medical  community  something  to  think  about  this  month. 


ATTENTION  FEMALE  PHYSICIANS 


THE  COMING  CHANGE  TO  FEMALE 
RATES  IS  GOING  TO  INCREASE 
YOUR  DISABILITY  INSURANCE 
PREMIUMS 

This  article  is  addressed  to  female 
physicians.  We  want  to  alert  you  that 
you  are  going  to  pay  sharply  increased 
premiums  for  disability  insurance  unless 
you  act  quickly.  The  reason  is  that 
companies  are  changing  from  unisex 
rates  to  gender  based  rates.  Gender 
based,  or  sex-distinct,  rates  means 
higher  premiums  for  females. 

Some  companies  have  already  made 
this  change.  The  others  will  be  doing 
so  between  now  and  the  end  of  1994. 

You  should  buy  a policy  now  from  a 
company  that  still  uses  unisex 
pricing.  If  you  buy  your  policy  before 
the  company  changes  to  female  rates, 
you  can  save  thousands  of  dollars  over 
the  life  of  the  policy.  You  can  achieve 
this  because  premiums  for 


noncancelable  policies,  once  issued, 
cannot  be  increased  prior  to  age  65. 

Although  premiums  for  male  and  female 
insureds  have  been  the  same  for 
approximately  the  last  decade,  claims 
experience  for  females  has  been  worse 
than  for  males. 

A March  28th  Wall  Street  Journal  article 
quoted  a report  from  Milliman  & 
Robertson,  an  actuarial  consulting  firm. 
The  report  showed  that  in  1985,  35  year 
old  men  filed  11  claims  per  1,000 
insured  lives  compared  with  31  for 
women  of  the  same  age.  Most 
companies  have  experienced  increasing 
claims  since  1985  so  the  disparity  today 
is  presumably  even  worse. 

The  disability  insurance  marketplace  is 
dominated  by  only  a few  companies. 
Once  a major  company  introduces  a 
significant  change,  the  others  are  forced 
to  follow  to  avoid  adverse  selection. 


Provident  Life  & Accident  and 
Minnesota  Mutual  have  used  sex 
distinct  rates  for  some  time. 
Northwestern  Mutual  has  just  introduced 
policies  with  gender  based  rates.  Paul 
Revere,  UNUM,  and  Guardian  have 
filed  for  state  approval  to  use  higher 
rates  for  females.  It’s  just  a matter  of 
time  until  all  major  companies  use  sex 
distinct  rates. 

How  significant  is  the  increase?  While 
it  varies  from  company  to  company,  one 
major  company  charges  a 45  year  old 
female  physician  $3,600  per  year 


compared  to  $2,600  for  her  male 
counterpart  for  a policy  with  the  same 
features  and  benefits. 

SCMA  members  receive  a 25% 
premium  discount  on  policies  issued  by 
Connecticut  Mutual.  Males  and  females 
currently  pay  the  same  premium.  This 
may  change  in  the  near  future. 

Return  the  response  form  to  receive 
information  on  this  policy  which  will 
lock  in  your  savings. 


MAIL  RESPONSE  TO:  Carolina  Physicians  Advisory  Service 

Post  Office  Box  688 
Columbia,  SC  29202-0688 

Name  Specialty 

Address  City  Zip 

Have  you  used  tobacco  in  the  past  12  months?  YES NO 

DOB  SEX  MONTHLY  BENEFIT  DESIRED  $ 


Views  expressed  herein  are  those  of  the  authors  only  and  in  no  way  represent  the  SCMA.  We  do  not  give  tax 
advice.  Only  your  attorney  and  accountant  are  qualified  to  do  so. 


Carolina  Physicians 
Advisory  Service 


Billy  M.  Thornton 
John  T.  Thorne 


Serving  the  members  of  the  South  Caroliuci  Medical  Community. 
P.O.  Box  688  • Columbia,  SC  29202  • (803)  254-0002  • Fax  (803)  765-2403 


1 -800-742-3669 


Why  ARE  so 

MANY 
PHYSICIANS 
BUYING  ON 


DEWEES  ISEAND,  SC? 


Located  only  a nine-minute  ferry  ride 

north  ot  the  Isle  of  Palms  lies  one  of  the 
South’s  last  barrier  islands  available  tor 
development. . .Dewees  Island,  SC. 

Dewees  Island  is  an  island  of  over  1,200 
acres,  yet  environmental  covenants  limit  the 
number  of  hcmies  to  only  150.  And  with  over 
30  percent  of  the  available  lots  sold,  an  inter- 
esting statistic  arises. . .almost  50  percent  of 
our  buyers  are  physicians. 

Here’s  why: 

“/  can't  iniaciinc  a more  beautifully  preserved 
island  ivithin  a stone's  throw  of  Charleston. 


Detvees  Island  has  the  vision  that  other  resorts 
will  wish  they  had.  " Dr.  Henri  Keiffcr- 
Asheville,  NC 

“lie  loved  the  seclusion  and  privacy.  " 

Dr.  Allen  Mitchell  - Signal  Mountain,  TN 

“lie  lihe  the  philosophy  of  development, 
ecologically  and  environmentally  and  plan  to 
retire  there.  " Dr.  Joseph  (Bubber)  McAlhany  - 
Greenville,  SC 

Come  explore  this  private,  oceantront 
retreat... prices  start  at  SI 50,000,  with  2-acre 
oceanfront  lots  from  $315,000. 

Call  1-800-444-7352 
or  (803)  886-8783. 

I ’at  Ross,  Bivbcr-Iii-C tliiUiic 
Dcwccs  hliwd  Rcitl  F.stiUc.  Iiic. 

Obt.tiii  the  property  report 
required  by  federal  law  and 
read  it  before  signing  anything. 

No  federal  agency  has  judged 
the  merits  or  value,  if  anv,  of 
this  property. 


DEWEES 

ISLAND 


E,  OCEANFRONT 
ISLAND  RETREAT 
DEDICATED  TO 

ENVIRONMENTAL  PRESERVATION 


MEMBERS'  INSURANCE  TRUST 
GROUP  HEALTH  INSURANCE  PLAN  FOR 
SCMA  MEMBERS,  THEIR  DEPENDENTS 
AND  EMPLOYEES 


We've  recently  made  some  innovative  changes  to  M.I.T.  which  make  our  program  a more  attrac- 
tive alternative  to  other  group  insurance  programs.  Some  highlights  of  these  modifications  are  as 
follows: 


□ Surviving  spouse  benefits  included 

□ Unmarried  dependents  eligible  until  age  25  if  51%  dependent  upon  you 

□ New  groups  with  over  10  employees  who  meet  certain  criteria 
will  no  longer  have  to  serve  a 12-inonth  waiting  period 

for  pre-existing  conditions 

□ Full  maternity  benefits  included  for  female  employees/dependent  spouses 

□ No  SCMA  member  refused  or  ridered 

□ Out  of  the  country  coverage 

□ Includes  $10,000  life  benefit  for  insureds  under  age  70 

When  comparing  M.I.T.  to  other  group  programs,  please  remember  some  of  the  features  we  have 
that  we  sometimes  do  not  stress.  For  instance,  the  “surviving  spouse”  option  is  generally  not 
found  in  other  programs.  Also,  our  Medicare  supplement  contains  prescription  drug  benefits 
which  most  other  programs  don't  offer. 

Maybe  it's  time  for  you  to  consider  M.I.T.  again! 


For  more  information,  please  contact: 

Vic  Paschal,  CEBS 
SCMA  Financial  Services,  Inc. 
P.O.  Box  21667 
Columbia,  SC  29211 
(800)  327-1021,  ext.  245 
(803)  798-6207,  ext.  245 


SOUTH  CAROLINA  MEDICAL  ASSOCIATION 
FINANCIAL  SERVICES,  INC. 


classifieds 


SUBSTANCE  ABUSE  PROGRAM  MEDI- 
CAE  DIRECTOR:  Ralph  H.  Johnson  Medi- 
cal Center.  Charleston.  SC.  Internist  or  family 
practice  BE/BC.  Full-time  faculty  appoint- 
ment at  Medical  University  of  South  Caroli- 
na. Responsibilities:  triage,  consultations 
detoxivication  (inpatient  and  outpatient),  and 
medical  care  of  rehab  patients.  Participates  in 
patient  care,  teaching,  and  research. 
Charleston  is  a historically  oriented  South 
Carolina  Coastal  community.  Start  date  July 
15.  1994.  Contact  Bryan  Adinoff,  MD,  Direc- 
tor SATC,  I66A,  VA  Medical  Center  109  Bee 
Street,  Charleston,  SC  29401  or  call  {803} 
577-5811,  ext.  7260  or  fax  (803)  853-9167. 
EOE. 

A lab  in  your  office  is  a proven  benefit  to 
your  patients,  your  practice,  and  your 
independence.  But  what  about  the  time-con- 
suming aggravations  of  government  regula- 
tions, supplier  relationships,  personnel  train- 


ing and  management,  quality  control,  record 
keeping,  and  thousands  of  other  details? 
Physicians  Lab  Management's  turnkey  solu- 
tion does  it  all  for  you  at  a lower  cost  than 
you  can  do  it  for  yourself!  We  are  a new  kind 
of  service  organization  that  works  for  the 
physician  to  provide  on-site  diagnostic  test- 
ing. Call  Physicians  Lah  Management  col- 
lect, (703)  542-1488,  or  fa.x,  (704  ) 542-2151, 
to  see  one  of  our  labs  in  action. 

ORANGEBURG  AND  CALHOUN  COUN 
TIES  have  practice  opportunities  for  graduat- 
ing residents/fellows  and  experienced  practi- 
tioners in  the  following  specialties:  Derma- 
tology, Emergency  Medicine,  Neurology, 
Oncology,  Orthopedic  Sports  Medicine, 
Physical  Medicine  & Rehabilitation,  and 
Urology.  Practice  incentives  and  relocation 
assistance  are  available.  Contact  Dr  Cher- 
niol.  The  Regional  Medical  Center,  (800) 
866-6045. 
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INDKX  TO  ADVER TISKRS 


Anne  M.  Bowen,  CF-B 294 

Companion  Technologies 259 

Dewwees  Islanti 301 

Interim  Healtli  Care 293 

Jeremy  Cay Cover  3 

Law  OtTices  ol  Harry  A.  Hancock Cover  4 

Lexus  of  Charleston 275 

Medical  Practice  Management.  Inc 276 

Medical  Protective  Company 260 

U.  S.  Air  Force  Reserve 275 

U.  S.  Army  Active Cover  2 

U.  S.  Army  Reserve 304 

U.  S.  Navy 294 

SCMA  Financial  Services.  Inc 302 

Winchester  Surgical  Supply  Company Cover  4 


SURGEONS:  COULD  YOU  USE  AN  EXTRA  $9,000? 


If  you’re  a resident  in  surgery,  the  Army 
Reserve  will  pay  you  a yearly  stipend  which 


could  total  in  excess  of  $9,000  in  the  Aniiy 
Reserve’s  Specialized  Training  Assistance 
Program  (STRAP). 

You  will  have  opportunities  to  continue 
your  education  and  attend  conferences,  and 
we  will  be  flexible  about  scheduling  the  time 
you  serve.  Your  immediate  commitment 
could  be  as  little  as  two  weeks  a year,  with  a 
small  added  obligation  later  on. 

Get  a maximum  amount  of  money  for  a 
minimum  amount  of  service.  Find  out  more 
by  contacting  an  Aimiy  Reserve  Medical 
Counselor.  Call: 


CALL  COLLECT 
803-741-1856  OR  803-741-1857 

ARMY  RESERVE  MEDICINE.  BE  ALL  YOU  CAN  BE: 

2 d 


ZUT77 


Oceanjront  Living  Like 
Nowhere  Else  in  the  World. 


f / n a lush  and  beautikil  area  just  south  of 
J Charleston  lies  a private  island  called 

■ — Jeremy  Cay. . . it  is  a place  of  history  and 
Southern  folklore,  where  dirt  roads  wind  lazily  among 
live  oaks,  palmettos,  and  tidal  lagoons,  past  some  of  the 
most  majestic  scenery  in  the  Southeast. 

To  say  that  Jeremy  Cay  offers  “oceanfront  living  like 
nowhere  else”  is  certainly  no  overstatement;  it  is 
naturallv  secluded  from  the  rest  of  the  world,  yet  only 
minutes  from  restaurants,  tennis,  and  golf  It  is  a place  for  families  to 

gather  - and  enjoy  together  the  creeks,  marshes,  and  two 
miles  of  private  beach  that  surround  this  pristine  retreat. 

It  offers  something  for  everyone. . .and  with  .^8  oceanfront 
and  creekside  homesites  available,  it  won’t  last  long. 

Come  discover  this  magnificent,  oceanfront  island  for 
yourself  You’ll  find  a secluded  and  unique  oceanfront 
property. . .at  a price  you  can  afford. 

Call  or  write  for  information  and  a color  brochure. 

One  Jeremy  Cay 
Edisto  Island,  SC  29438 
1-800-475-1556 
Ehe  Savage  Company 
uwRt.NCE  A.  Savage,  B.l.c. 


The  Law  Offices  of  Harry  A.  Hancock 

offering  competent  and  professional  services  in  the  following  areas: 

BUSINESS  PLANNING 

Partnership  formation  and  Agreements,  Professional  Corporation  organizations, 
Business  purchases,  and  Capital  financing  representation 

TAXATION 

• Tax  planning.  Tax  Court  & Refund  Forum  litigation 
• TEFRA  Partnership  compliance.  Audit  representation 
• Individual,  Partnership,  S Corporation,  & Professional  Corporation  Returns 
• Revenue  Rulings,  Business  Purchase  strategies,  & Tax  shelter  consulting 

To  nmw^c  a co)isiiltntio)i,  please  fonvani  inquiries  to: 

The  Law  Offices  of  Harry  A.  Hancock 
903  Caliwini  Street 
Columbia,  South  Carolina  29201 
Telepiw}ie:  (803)  771-0018 
Tax  (803)  771-0091 

Harry  A.  Hancock,  LL.M.,  Case  Western  Reserve  University, 

Responsible  Attorney 


Surgical  Supply  Company 


Physician/ 

Hospital/ 

Home  Care  Supplies 


3333  North  Tryon  Street 
P.O.  Box  35488 
Charlotte,  NC  28235 
704/372-2240 
800/874-2240 


"Serving  The  Medical  Profession  Since  1919” 


Medical  ♦ Surgical  ♦ Laboratory , Diagnostic 
Equipment  and  Suppli^ 


J.  Kent  Whitehead  Rick  E.  Watkins  Scott  Smith 

South  Carolina  Salesmen  Serving  You  " 


Winchester  Home  Healthcare 

Medical  Supplies  And  Equipment  For  Your  Patients  At  Home 
Charlotte,  North  Carolina  704/332-1217 


I 


I 


